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TRAUMATIC RUPTURE OF THE BRONCHUS 


A CASE REPORT 


MOREY LIPTON, M. D. 
Instructor in Surgery, Department of Surgery, Medical 
College of South Carolina, Charleston, S. C. 


BERNARD E. FERRARA, M. D. 
Associate in Surgery, Medical College of South Carolina, 
Charleston, S. C. 


Introduction 

raumatic rupture of the bronchus occurs 
T rarely; and it is recognized infrequently. 
In 1947, Kinsella and Johnsrud’ col- 

lected 38 cases of rupture of the bronchus from 
the literature and reported two cases of their 
own. There were few correct clinical diag- 
noses, and primary repair was not attempted 
until 1947. Few patients survived bronchial 
rupture and most of those who did, developed 
bronchial strictures which required resection. 
Since 1947, with consistent improvement of 
anesthetic and surgical techniques, primary 
repair of this injury has become the treatment 
of choice. Considerable difficulty in diagnosis 
persists. This point was emphasized by Hood 
and Sloan* in their review of 91 cases. Their 
report was concerned with the interval of time 
between the onset of injury and diagnosis. In 
only 30 of the 91 cases was the diagnosis estab- 
lished in the first 24 hours. Eight additional pa- 
tients were diagnosed by the end of seven 
days, and fifteen others were recognized at the 
end of a month. In 37 cases, the time elapsing 
before diagnosis was established, varied from 
one month to 19 years. Mahaffey and his asso- 
ciates* demonstrated that good pulmonary 
function could be restored after rupture of a 
bronchus, even for periods as long as 12 years. 


Compression or crushing injuries to the 
chest should alert the physician as to the 
possibility of major bronchial rupture. Major 
bronchial rupture is suggested in the patient 
with pneumothorax, who fails to re-expand 
with an intra-pleural catheter, and in whom 
a large inexhaustible air leak exists. An in- 
dividual with massive or rapidly advancing 
mediastinal and subcutaneous emphysema 
should be observed closely. A case is de- 
scribed in which the etiology of persistent 
pneumothorax, even after adequate pleural 
drainage, was not determined until opera- 
tion 48 hours after admission. Serial x-ray 
studies are of invaluable aid in determining 
the progression or improvement of pneumo- 
thorax and also the development of 
atelectasis which usually occurs distal to the 
rupture of a major bronchus. 


Trauma Producing Bronchial Lacerations 

Hood and Sloan’ reported 84 cases in which 
the cause of injury was recorded. Twenty-five 
occurred in individuals involved in automobile 
accidents. Sixteen patients were crushed be- 
tween or under objects. Thirteen were run 
over by the wheel of a vehicle and seven were 
struck by motor vehicles. There were six pa- 
tients who sustained their injuries from falls. 
Automobile accidents are the most common 
cause of bronchial rupture. 
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The most frequent site of injury was within 
one or two centimeters of the carina. Rupture 
of individual lobar bronchi was not infrequent. 

Using dogs, Lloyd, et al.," showed that at- 
tempts to tear the bronchus from the trachea 
with force exerted along the longitudinal axis 
of the trachea and bronchus required a force 
of eleven kilograms, while a distracting force, 
acting at the carina on the two bronchi simul- 
taneously required only three kilograms of ten- 
sion at, or near, the carina. This experimental 
data would tend to corroborate the clinical 
frequency of tears in the bronchi near the 
carina. They believe that the bronchi are torn 
at a vulnerable point, rather than exploded, 


right hand and x-ray diagnosis of fracture of the 
greater multangula and the base of the fourth meta- 
carpal was made. The wrist fracture was treated by 
the orthopedic service. 

A second trocar thoracotomy was performed in the 
second left intercostal space and connected to a water 
seal bottle. The previously placed Foley catheter was 
removed from the interspace. No breath sounds were 
heard following this. Thoracentesis in the ninth inter- 
costal space posteriorly was productive of 200 ml. of 
bloody fluid. On October 25, 1959, subcutaneous 
emphysema was apparent on the left chest wall 
posterior to the mid-clavicular line, and later in the 
day involved the anterior chest wall. Blood pressure 
remained stable. The pulse rate was 110 per minute; 
and respirations were 20 per minute and not labored. 
At 10:30 P. M., the blood pressure was stable, but the 
patient had slight cyanosis. Respirations had increased 


to 30 per minute. A large amount of air continued to 
come from the pleural space. An x-ray film of the 
chest revealed a total pneumothorax with mediastinal 
shift to the right. A second catheter was placed in the 


sheared or crushed. On the basis of their ex- 
perimentation, a mechanism of injury was sug- 
gested. “When blunt trauma is applied to the 


chest in the anterior-posterior diameter, the 
anterior-posterior dimensions of the chest de- 
crease and the transverse dimensions increase, 
the lungs owing to the negative intra-thoracic 
pressure remain co-apted to the chest wall and 
the two lungs are pulled apart producing a dis- 
tracting force at the carina. If the lateral ex- 
cursion of the lung is greater beyond the point 
of elasticity of the bronchi, a tear results, at or 
near, the carina.” 


Peters, et al.,° do not agree with the mechan- 
ism of injury so described. They contend that 
injury results, not from shearing force, but a 
rupture of the bronchus due to increased intra- 
bronchial pressure. This was based on clinical 
presumption, and not supported by laboratory 
investigation. 


Case Report 


A sixteen year old white female, involved in an auto 
accident was taken to a small community hospital 
shortly after the injury. Pneumothorax was detected 
on the left side. A Foley catheter was placed in the 
left second intercostal space and was attached to a 
water seal. Because of persistent dyspnea, and lack of 
expansion of the collapsed left lung, she was trans- 
ferred to the Roper Hospital six hours after the injury 
was sustained. 


On admission, the patient appeared acutely ill. 
Blood pressure was 112/85 mm. Hg. Pulse was 130 
per minute. Lacerations of the forehead were sutured 
in the emergency room. Examination of the chest re- 
vealed the mediastinum to be shifted to the right. 
Inspiratory and expiratory rales were heard over the 
right lung field. Breath sounds were absent on the 
left side. There was tenderness and swelling of the 


fifth intercostal space in the anterior axillary line and 
connected to under-water drainage. The lung failed 
to re-expand after a sufficient interval of observation. 

On October 23, the patient was taken to the 
operating room for exploratory thoracotomy on the 
left side. The lung was completely collapsed. There 
was a minimal amount of bloody fluid within the 
pleural cavity. A rupture in the linear line of the left 
upper lobe bronchus, measuring approximately 2.5 
cm. in length was apparent. The rupture occurred at 
the junction between the cartilagenous and mem- 
braneous portion of the bronchus. It was distal to the 
emergence of the left upper lobe bronchus from the 
left main stem bronchus. After exposure, the site of 
the rupture was sutured with interrupted 000 arterial 
silk. Following repair, adequate expansion of the lung 
occurred. The chest was closed in the usual manner. 
The post-operative course was uneventful. The lung 
was fully expanded and remained so at discharge on 
the eighth post-operative day. 


Discussion 

It should be noted that in the case de- 
scribed above, the etiology of the pneumo- 
thorax was not determined until operation, 48 
hours after admission. Often, the diagnosis of 
bronchial rupture is not apparent at the time 
of injury. Therefore, a review of the initial 
symptoms and findings immediately follow- 
ing injury may be helpful in arriving at an 
earlier diagnosis. 

According to Hood and Sloan,’ pneumo- 
thorax was recorded in only 55 of 82 cases. 
Tension pneumothorax, thought by some to be 
a constant finding, occurred in only 21 cases. 
Subcutaneous emphysema was present in 
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slightly over half of the patients. In a break- 
down of the initial symptoms and findings in 
these 82 cases, dyspnea was present in 59 
cases, pneumothorax in 55, subcutaneous 
emphysema in 46, cyanosis in 24, pain in 20, 
hemoptysis in 18, shock in 14, cough in 8, and 
hemothorax in 4. 

Follow-up x-ray films are essential because 
the initial roentgenogram may show no 
pneumothorax. Later films will tend to show 
secondary atelectasis, which may be mis- 
interpreted as pleural fluid. Also, a latent 
pneumothorax may develop after the initial 
films are made. Interstitial emphysema and 
rib fractures have been seen frequently, but 
are not always present. 

With regard to special diagnostic studies, 
only a few appear to have value. Hood and 
Sloan* report bronchoscopy as the procedure 
which proved the clinical diagnosis in 54 of 
the 85 patients. Bronchography was used in 
16 late cases to demonstrate either bronchial 
stricture or termination of bronchial stump, or 
complete disruption. Bronchography was the 
method of diagnosis in 9 of 85 cases. Plano- 
graphy was used occasionally, and was listed 
as the means of diagnosis in only one case. In 
16 of the 85 cases, no special procedure was 
utilized in the diagnosis, which was made on 
clinical impression alone. 

In the above case reported, follow-up x-ray 


films with the persistent pneumothorax failing 
to respond to adequate pleural drainage sug- 
gested the diagnosis of major bronchial rup- 
ture. 


Summary 
The history of compression or crushing in- 


jury to the chest, should alert the physician 
to this serious type of chest injury. Major 
bronchial rupture is suggested in the patient 
with pneumothorax whose lung fails to re- 
expand with an intra-pleural catheter, and in 
whom a large inexhaustible air leak exists. An 
individual with massive or rapidly advancing 
mediastinal and subcutaneous emphysema 
should be observed closely. Finally, patients 
with these or less specific findings should not 
be allowed to escape radiographic observation 
until two weeks following injury have elapsed. 
X-ray studies made after this interval will al- 
most certainly reveal the presence of tracheo- 
bronchial injury because of the developing 
atelectasis which will occur, should it have 
escaped detection during the first 48 hours. 
Serial x-ray studies are of invaluable aid in 
determining the progression or improvement 
of pneumothorax; and also the development of 
atelectasis which usually occurs distal to the 
rupture of a major bronchus. Bronchoscopy, 
bronchography and planograms are useful 
during the late post-injury period in confirm- 
ing the clinical and x-ray diagnosis. 
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RENAL TUBULAR ACIDOSIS SECONDARY TO 
ACQUIRED RENAL DISEASE 


cidosis is one of the cardinal features of 
A terminal renal failure. It is dependent 
upon the retention of anion (negatively 
charged or “acidic” ions such as HPO,=) be- 
cause of the decreased glomerular filtration 
rate and the inability of diseased or quantita- 
tively insufficient distal tubules to conserve 
cations. (positively charged, “basic” ions such 
as Na+). As such, acidosis does not develop 
until the kidney is very nearly destroyed and 
customarily is seen only with a full blown 
uremic syndrome.": * Characteristically also the 
acidosis is accompanied by a low CO: com- 
bining power without elevation of the serum 
chloride. 


Occasionally, one sees an acidotic patient 
with renal disease who is not in such bad 
condition. These people will often be found 
to have hyperchloremia and, on careful in- 
vestigation, an appreciable amount of renal 
reserve. Their prognosis is much better than 
that of the usual acidotic patient, and they 
should be handled _ differently. Hyper- 
chloremic acidosis can be the result of either 
congenital or acquired renal disease.*° The 
following is a case of hyperchloremic or renal 
tubular acidosis presumably as a result of ac- 
quired renal disease. 

JIF, MCH #33840, a 42 year old white female 
storekeeper was referred to the Medical College Hos- 
pital because of a 54 pound weight loss, anorexia, 
ease of fatigue, increasing weakness, susceptibility to 
infections, dryness of her skin and hair, easy bruising, 
hoarseness, and slow healing of minor injuries. She 
dated the beginning of her present illness to the de- 
livery of her third child four years before her ad- 
mission to the hospital when a severe hemorrhage 
necessitated a cesarean section. For about two years 
after this she was troubled by slight weakness. Then, 
two years before admission, her weakness began to 
increase; she developed some shortness of breath and 
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blurring of vision; occasional dizzy spells; and in- 
creasing weight loss which, over the next 24 months, 
amounted to over 50 pounds. She had anorexia with- 
out dyspepsia or vomiting. Treatment had consisted 
of vitamin preparations, iron, and other symptomatic 
medication which had not helped her. She was also 
known to be anemic. She had noted recently some 
swelling around her eyes in the morning and some 
bloating of the lower part of the abdomen. She had 
also had some minimal swelling of her legs. 


The family history was noteworthy in that her 
mother died of renal disease with uremia at 57. Her 
father and one brother died of vascular disease. 


System review brought out that she occasionally 
had some numbness and tingling of her hands. She 
has also had nocturia 3 times nightly. Some definite 
shortness of breath on effort had been somewhat con- 
fused with weakness. She was also occasionally aware 
of deep regular breathing when at rest. 


On physical examination she was a chronically ill 
woman showing signs of extensive weight loss with a 
yellowish cast to her skin. She was in no acute dis- 
tress and temperature and pulse were normal. The 
respirations were deep and regular, of which she was 
aware. Blood pressure was 130 /80 mm. Hg. The eye- 
grounds showed only some pallor with no abnormality 
of the vessels. Physical examination was otherwise 
remarkable for a grade 1 apical systolic murmur and 
a palpable, but not enlarged, right kidney. 

Intravenous pyelograms were unsatisfactory in that 
each kidney secreted such a small amount of dye 
that the collecting structures were not visualized. 

Her urine concentrated to 1.011, contfined a faint 
trace of albumin, and was otherwise not remarkable. 
The sediment was normal. She had a slightly hyper- 
chromic anemia with 10.5 Gm. of hemoglobin. Reti- 
culocytosis of over 6% was repeatedly present. Cysts 
of giardia lamblia were found in the stool. A urine 
culture was negative. Serum iron was normal at 104 
micrograms per 100 ml. Protein bound iodine was 2.9 
micrograms per litre. Her steroid excretion and I'** 
uptake were within normal limits. 

Her serum chlorides were elevated to 120 mEq. /1. 
on two occasions. (Normal is 100 mEq. /\.) Her car- 
bon dioxide combining power was but 24 vol. % 
(normal is 60 vol. % ). Serum sodium and potassium 
were normal. Her BUN was 19 mg. per 100 ml. or 
within normal limits. 

The creatinine clearance was 24 ml/min. or 25% 
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of normal. The urea clearance was 16 ml /min. or 20% 
of normal. PSP excretion was less than 5% in 15 min. 
Thus, she had grossly decreased renal function and a 
severe hyperchloremic acidosis. 

A renal biopsy was done. This showed changes of 
severe chronic parenchymal disease consistent with 
pyelonephritis. (Fig. 1) 


a 


a 
Figure 1. x150. 
With this degree of disease, precise diagnosis is 
difficult. The striking periglomerular fibrosis, the 
disorganization of the tubules, the great increase of 
interstitial tissue, the small numbers of inflammatory 
cells are characteristic of chronic pyelonephritis. 


She was started on a regimen designed to alkalin- 
ize her urine with a mixture of sodium and potassium 
citrate in sufficient quantity to give her 48 mEq. of 
extra cation per day, 24 each of sodium and potas- 
sium. 

On this treatment, the urine quickly reverted to 
alkaline. The CO. combining power rose to 74 vol. %, 
and the serum chloride dropped to 96 mEq. /l. How- 
ever, she felt distinctly uncomfortable with symptoms 
suggesting metabolic alkalosis marked mostly by ir- 
ritability and numbness and tingling of her extremi- 
ties. She was discharged from the hospital with in- 
structions to seek the dosage of cation at which she 
would be most comfortable. She reduced her intake of 
potassium citrate to 10 mEqv. a day. On this, her 
urine was characteristically alkaline and she had 
slight numbness of her hands. Her CO: combining 
power was maintained at 50 vol. %, but the serum 
chloride remained elevated at 120 mEq./l. She 
quickly gained 10 pounds and much strength. Her 
shortness of breath disappeared as she lost her acidosis. 
Her appetite improved, and she returned to fulltime 
activity without difficulty when last seen. 

In July and again in November of 1960 she was 
found to have a normal CO, combining power of 60-65 
vol. % and a slightly elevated chloride of 109 mEq. /I. 
She continues to feel well. 
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Discussion 

This relatively unusual case of renal disease 
is reported because it focuses attention on 
renal mechanisms in the production of acido- 
sis. 

The first of these is dependent largely upon 
decreased glomerular filtration rate. The 
products of metabolism characteristically leave 
an acid residue with an excess of phosphorus 
and sulfur containing anions. As these ac- 
cumulate in the body, pH is slowly shifted 
from faintly alkaline toward the more acid 
side. At first, the kidney is able to defend the 
integrity of the interstitial fluid by decreasing 
tubular reabsorption of anion, but eventually, 
these defenses are overcome and an acidosis 
marked by a low CO, combining power, nor- 
mal serum chloride, and elevation of miscel- 
laneous anions develops. This biochemical 
lesion characteristically can be corrected only 
by increasing glomerular filtration rate which 
is not possible in the end stages of renal dis- 
ease. 


Another mechanism by which acidosis may 
develop is dependent upon the excess wastage 
of tissue cations by the distal tubule. Char- 
acteristically, the kidney conserves sodium by 
exchanging the sodium ion in the tubular 
lumen for either a hydrogen or a potassium 
ion secreted by the distal tubule. A normal dis- 
tal tubule is able to secrete hydrogen ion 
against a considerable concentration gradient. 
To express this in other terms, the biochemical 
mechanisms in the distal tubule are able to 
push hydrogen ions from a faintly alkaline 
intracellular medium into a relatively very 
acidic renal tubular lumen. Congenital renal 
tubular acidosis is thought to be due to inborn 
error in the distal tubule marked by inability 
to secrete hydrogen ion against a concentra- 
tion gradient.‘ ° Acquired renal tubular acido- 
sis, which this patient presumably has, is 
usually thought to be due to chronic pyelo- 
nephritis’ and is characterized by the same 
defect. Congenital renal tubular acidosis is an 
increasingly widely appreciated syndrome. It 
may present as or be a part of a number of 
diseases: nephrocalcinosis, recurrent nephro- 
lithiasis, pitressin resistant diabetes insipidus, 
recurrent pyelonephritis, vitamin D resistant 
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rickets, osteomalacia, muscle weakness or 
paralysis secondary to potassium loss, infantile 
hyperchloremic acidosis, the de Toni-Fanconi 
syndrome, and other congenital biochemical 
renal tubular defects. Although it is a rare bio- 
chemical lesion, its diffuse clinical expression 
makes some appreciation of it valuable to those 
interested in renal diseases. 

Even though this woman has a decreased 
glomerular filtration rate, it is not sufficiently 
decreased to result in the accumulation of 
phosphate and sulfate in her peripheral blood. 
Her hyperchloremia is marked by the accumu- 


lation of chloride and a low COz combining 
power. Her major biochemical lesion was cor- 
rected by supplying her the cations which her 
distal tubule characteristically wastes. This is 
best done by giving her an ample oral dose of 
sodium and potassium. On this, her major 
difficulties were corrected, her chronic acidosis 
ameliorated, and her sense of well being im- 
proved. 

Her eventual prognosis is limited admittedly, 
but if her acquired renal disease is not ad- 
vancing, she can conceivably maintain herself 
in her current status for many months. 
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T wave abnormalities in patients with no evident 
heart disease: The Effect of Posture, by Wm. Bonner 
and J. R. Durant (Charleston). Am. J. Med. Sc. 241: 
179, 1961. 

Fourteen patients with no evidence of heart dis- 
ease were found to have T wave abnormalities on 
standard electrocardiograms. Eleven of these showed 
accentuation of the abnormalities when the tracings 
were repeated with the patient standing, while the 
electrocardiograms of the other three patients re- 
turned toward normal. 

Seventy-four healthy individuals, with normal 
electrocardiograms in recumbency, also had tracings 
when standing. Thirty-six developed T wave ab- 
normalities. 

T wave changes which occur when normal in- 
dividuals are in the erect position appear to be due 
to increased activity of the sympathetic nervous sys- 
tem. Imbalance of the autonomic nervous system 
with sympathetic overactivity is believed to be the 
cause of the T wave abnormalities shown by the first 
11 of the patients with abnormal recumbent electro- 
cardiograms. Parasympathetic overactivity was thought 
to exist in the 3 patients whose abnormalities were 
corrected when standing. 

The fact that T wave abnormalities may occur in 


patients who have no heart disease is stressed. 
W. M. Bonner 


Acute porphyria complicated by pregnancy: report 
of a case, by Stanley Gould, M. D., H. M. Allison, 
M. D. & L. N. Bellew, M. D. (Greenville) Obst. & 
Gynec. 17:109, Jan. 1961. 

Porphyria complicated by pregnancy is very un- 
common. Source material for this report enumerated 
42 previously described cases. A large majority of 
these patients were afflicted with the intermittent 
form of the disease, and it was more common among 
primigravidas. 

In this report, a detailed study of a 83-year-old 
multipara was presented, in which the pregnancy was 
carried to a successful delivery. Of particular interest 
were the response of the patient to medication during 
pregnancy and labor, and the nature of her post- 
partum course. 

Observations of the interplay between pregnancy 
and porphyria are varied, and opinions on prognosis 
are divided. In this instance, exacerbation of symp- 
toms with intensification post-partum lends support 
to other opinions that pregnancy aggravates porphyria 
except in mild or latent cases. 
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DRUG SUPPLY AND BLOCKADE RUNNERS, 1861-65 


J. HAMPTON HOCH, D. Sc. 


Professor of Biology and Pharmacognosy, School of 
Pharmacy, Medical College of South Carolina 


f all the major shortages appearing dur- 
@) ing the Confederate War that of medi- 


cine received more widespread concen- 
trated study and effort than any other. Patri- 
otic individuals as well as the government 
worked to find answers to the lack of medi- 
cines. Substitutes were discovered and pro- 
moted but they were generally less effective. 
Large quantities of medicine and anesthetics 
were prime necessities for the military and for 
the people at home, but the latter were forced 
to do without or to concoct their own sub- 
stitutes from native medicinal plants or other 
materials available to them. 


The South had been dependent on outside 
sources for all kinds of medical supplies. This 
vulnerability was immediately recognized by 
the North when it placed medicine on the 
contraband list. Reaction to this decision in 
the South, and even in the North, was that it 
was an inhumane, barbarous act. 


The Confederacy had four possible sources 
of medical supplies: 1. Capture of medical 
stores and equipment, 2. Manufacture of medi- 
cines from materials at hand, 3. Smuggling 
across the border and through the lines, 4. 
Running the blockade. All of these sources, 
collectively, were less than adequate in the 
long run. Running the blockade was more 
successful and more productive than the other 
three. 


Capture of enemy supply trains carrying 
medical stores was a once-in-a-while bonus 
that could not be depended on to yield needed 
items. Help from this source was not signifi- 
cant. 


Smuggling was a _ highly remunerative 
occupation for a few individuals. Drugs could 
be concealed on one’s person, sewn into 
clothing, under skirts, and a variety of dodges 
were used, such as quinine hidden in a doll’s 
head, etc. The stories relating to smuggling 
are many. Mississippi River boats did carry on 
contraband drug trade. Northern speculators 
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operating from Kentucky and Illinois shipped 
supplies into Tennessee and Arkansas and 
states farther south. But all this was little more 
than a drop in the bucket as far as meeting the 
total needs of the Confederacy. There was 
little medicine coming across the Rio Grande 
into Texas. 


Manufacture of medicines at the various 
laboratories established by the government 
plus blockade running was the really signifi- 
cant source of medicines for six to seven mil- 
lion people for nearly four years. 

The Confederate government and the Sur- 
geon-General, C. S. A., sent agents to Europe 
to purchase medical supplies. These men were 
primarily concerned with obtaining supplies 
for the armed forces. The Congress voted a 
total of nearly $36 million for medical supplies 
for the armed forces; in addition, special ap- 
propriations were made for specific purposes, 
e. g., 30,000 pounds for purchases in Paris. Get- 
ting these medicines into the South from 
Europe became a problem of increasing diffi- 
culty as time went on. Records of actual 
materials, quantities and real pressing needs 
are very fragmentary and incomplete. The 
cargo lists in official records are inadequate, 
only a relative few specify actual contents of 
cargoes. It would be interesting to know what 
items were included in such listings as “5 cases 
of drugs”, “9 bales medicinal stores”, “2 drums 
of drugs”, etc. Undoubtedly drugs were a part 
of the “merchandise” listed on many bills of 
lading. However, we know that when the 
“Peterhoff” was captured (Feb. 1863), off St. 
Thomas en route from London to the mouth 
of the Rio Grande, her cargo included 1000 
Ib. calomel, 265 Ib. chloroform, 2640 oz. quin- 
ine, and much morphine. 

One method the government used to insure 
supplies for the military forces was to estab- 
lish a military monopoly for certain needed 
items. Alum, calomel, castor oil, copperas, 
flax, morphine, opium and quinine were listed 
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as items that could only be sold to an author- 
ized Confederate purchasing officer. 

Among the liabilities of the Confederacy 
was its dependence on outside sources of sup- 
ply for many of the essentials. Lacking re- 
sources and manufacturing plants the South 
had to import to survive. President Lincoln 
realized this and five days after Fort Sumter 
was evacuated a blockade was announced to 
prevent importation of arms and ammunition, 
clothing, food, drugs and chemicals. At first it 
was largely a “paper” blockade and was in- 
tended to force European nations to declare 
their neutrality. 

The enormity of the task of blockading over 
3500 miles of Southern coastline became ap- 
parent at once. The North had to build ships 
for this purpose, they had to develop satis- 
factory technics, and had to gain experience 
before there could be an effective blockade 
of the principal ports and subsidiary entrances 
to the Confederacy. Federal bases established 
on land enabled the blockading fleet to func- 
tion more effectively, e. g., the capture of Port 
Royal and Beaufort in November 1861 be- 
came a threat to both Charleston and Savan- 
nah and enabled a tightening of the blockade 
of Savannah. 

Southern response to the blockade was at 
first a mixture of contempt and disdain. The 
South had naval men but no ships, and no 
facilities to build them. Foreign agents were 
directed to procure ships as well as cargoes 
for the ships. The financial arrangements for 
this business involved exchanges of cotton, 
naval stores and tobacco for what the South 
needed. Cotton, the main source of credit, was 
seized by the government and placed in the 
hands of commercial agents as a medium of 
exchange or for establishing credit. Priorities 
were established for incoming cargoes—muni- 
tions, clothing, drugs and chemicals. 

In the long run the Confederacy was unable 
to build or buy an adequate navy and never 
was strong enough to raise the blockade along 
the Atlantic Coast despite a few fearless and 
successful raids against the blockading vessels. 

At first many vessels steamed merrily in and 
out of Southern ports with small chance of 
being caught. The Confederate government, 
states, private companies, and private indi- 


viduals engaged in running the blockade. Some 
of the larger merchant houses maintained 
their own fleets. Some individual operators 
were actually brokers who contracted to de- 
liver cargoes for a percentage, usually 5%, of 
their value. Some foreign firms rendered note- 
worthy service to the Confederacy. Foremost 
among them Fraser, Trenholme and Co. This 
Liverpool affiliate of Charleston’s John Fraser 
and Co. was the authorized commercial agent 
for the C. S. A. in England. Charles K. Prio- 
leau, a junior partner, was in charge of the 
firm’s English business. After George A. Tren- 
holme succeeded (July 1864) Memminger as 
Secretary of the Treasury his partner and 
brother-in-law, Theodore Wagner, handled the 
firm’s affairs in Charleston. Trenholme headed 
the most powerful and widespread financial 
operation of blockade running. 

In 1861 the “runners” were slow, small 
craft and coastwise steamers which had lost 
their usual business. But later on vessels were 
built abroad designed specifically for running 
the blockade: long, low, fast, shallow-draft 
steamers, usually of 400 to 600 tons. Brave and 
daring adventurers manned these vessels; 
some of them former U. S. Navy officers, 
others English naval officers. Pilots familiar 
with coastal waters were in great demand. 

By June 1862 the losses of blockade runners 
started in earnest, even though the ratio of 
success to capture was estimated at 7 to 1. 
With each passing month the odds were dim- 
inished. At the end, in 1865, only half the at- 
tempts to run the blockade were successful. 
By the end of the second year of war only the 
specially built runners stood much chance of 
getting through. 

Until the beginning of 1865 when Fort 
Fischer and Wilmington fell, there always was 
some port that remained at least partially open 
to receive cargoes from abroad. Wilmington 
played a leading role longer than any other 
port. Charleston managed to have some ves- 
sels slip in and out, despite the long siege, 
until the very end of the war. 

Bermuda, Nassau, Havana, and Matamoras 
were intermediary points used as deposit 
places for supplies originating in Europe or 
the North. Here were received munitions of 
war and medicines which were exchanged for 
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the cotton, turpentine and tobacco brought 
out from the South. Large steamers from 
Europe unloaded their cargoes of war supplies 
and the small, fast “runners” brought them 
into Confederate ports. Sometimes large Eng- 
lish steamers came all the way from Europe to 
ports in the South, e. g., three arrived in Texas 
in July 1863. Nassau and Bermuda served Wil- 
mington and Charleston; Cuba shipped to 
Gulf ports. 

Blockade running was profitable business 
for private individuals or firms. The crews re- 
ceived high wages and usually a bounty as 
well. Captain James Carlin of the “Alice” con- 
tracted with the William C. Bee Co. of 
Charleston for trips outbound to Nassau for 
$4000 fee plus half the passage money, but for 
inbound trips he was to receive $15,000. Cap- 
tains’ privileges included the right to carry 
their own speculative stock, which frequently 
was drugs because of small bulk and great 
profit. Much criticism was directed at these 
profits and at the types of cargoes frequently 
carried. Successful investments might yield 
1500 to 2000% profit. 

In August 1863 the government placed re- 
strictions on private blockade-running ships 
and eventually Congress (Feb. 1864) declared 
luxury imports (silks, laces, jewels, cigars, 
liquors) illegal, but the law was not very 
effectively enforced. A South Carolina law 
(Feb. 1863) specifically mentioned drugs, 
medicines and various items not included in 
other State laws intending to solve the prob- 
lem of speculation. However, speculation be- 
gan early in the war and continued to its end. 
Proclamations, appeals and finally legislation 
were unable to correct the situation. 

Medical supplies brought through the block- 
ade and intended for civilian use were usually 
sold at auction at the port where the runner 
docked. Local newspapers carried advance 
notices of such sales and prospective pur- 
chasers might travel hundreds of miles to at- 
tend. Pharmacists in or near port cities had a 
better chance to secure some drugs which 
communities in the interior lacked. Rail or 
wagon transport of freight was hard to pro- 
cure. By the time “blockade” drugs seeped 
down to patients in remote areas they were 
much higher priced. Towns in the interior 
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suffered most from drug shortages, but even 
in port cities the lack of drugs forced some 
drug stores to close their doors. 

Auction sales of drugs in cargoes brought in 
by blockade runners were held in Charleston 
as early as November 1861, but local whole- 
sale druggists continued to advertise their 
stocks of even such items as quinine, opium, 
morphine, calomel, quicksilver up until the 
end of 1862. 

Alcohol was an item in limited and spotty 
supply on the homefront. In April 1862 a 
Charleston wholesale druggist wanted 500 
barrels “much needed by Physicians and Drug- 
gists for compounding Medicines. Offer four 
times ordinary Baltimore price for 80%, and a 
premium for 95%”. 

It has been said repeatedly that opium and 
morphine, chloroform and ether, and quinine 
were the critical drugs; and this is true be- 
cause there were no effective substitutes for 
them. However, other items for which sub- 
stitutes could be and often were developed 
also remained in steady demand. Favorite 
cathartics are noteworthy in this connection. 


The shortage of quinine was more acute 
than other critically needed drugs. Its scarcity 
became apparent in the first summer of the 
war and grew steadily worse. Speculation in 
quinine created a scandal almost equal to that 
of cotton speculation. Ether was scarcely ever 
included in public drug auctions. 

Detailed information as to quantities and 
prices (up to the end 1863) of drug items 
offered at cargo sales of “runners” can be 
gathered from newspapers. Such files provide 
data that is not available elsewhere. Prices 
recorded in the newspapers are before run- 
away inflation of the Confederate currency. 
The latest price quotations I gathered (Nov.- 
Dec. 1863) were when the ratio value of gold 
to currency was 18:1. It was September 1864 
before the very rapid rise in this ratio began. 

Tabulations and comparisons of price data 
indicate vast differences between the prices 
paid at Nassau and selling prices at Atlantic 
ports (18 to 70 times). Most price advances 
in the period from Nov. 1862 to Dec. 1863 
were neither sharply nor invariably upward. 
Prices at interior points, e. g., Columbus, Miss., 
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were at least double the prices in the vicinity 
of the ports. 
The attached tabulation is a sampling of 
prices of a few items on the Atlantic seaboard. 
Surgical implements of all sorts became very 


were set up in South Carolina, Alabama, and 
Louisiana. “Corks” were cut from corn cobs 
and made from pressed fabrics. 

The sugar shortage was stretched out by 
the use of sorghum and honey. 


Tabulation of some drug item prices 


Nov. 1862 
Alcohol 
Calomel $ 9.00 Ib. 
Castor Oil 17.00 gal. 
Chloroform 13.00 Ib. 
Morphine 50.00 oz. 
Opium 39.50 Ib. (Powd. ) 
Potass. Iodide 18.50 Ib. 
Quinine 18.00 oz. 


*Perhaps a typographical error. 


Apr. 1863 Dec. 1863 
$43.25 gal. $71.00 gal. 
11.25 Ib. 11.75 Ib. 

16.00 gal. _ 
15.50 Ib. 7.50 lb.° 
21.00 oz. 50.00 oz. 


43.00 Ib. (Gum) —_ 
26.00 Ib. ( March) —_ 
17.00 oz. (March) 71.00 oz. 


scarce during the war. Some were brought 
through the blockade; fewer were manu- 
factured in Richmond. These were directed 
into military channels and the homefront got 
practically none. 

Bandages and sponges were scarce and 
much extemporizing was required. Adhesive 
plaster was imported but not in sufficient 
amount. 

Bottles and corks were insufficient in 
quantity. Factories for bottle manufacture 


Whiskey and alcohol were distilled from any- 
thing and everything—including grain, despite 
legislation against using grain for whiskey. 
Moonshiners ran day and night. New Orleans 
helped out with rum from molasses. 

But all the extemporizing, all the ingenuity 
exerted to meet situations, all the sacrifices 
made could not arrest the slow strangulation 
of the blockade. The end, more bitter than the 


missing quinine, was here. 


Confederate Steamer “Anglia,” Captured nef Bulls 
Bay, Twenty-five miles north of Charleston, S. , by 
the U. S. Gunboats “Restless” and “Flag,” sonten 


October 19th, 1862. 
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A SYMPOSIUM ON GLAUCOMA 


J. HOWARD STOKES, M. D., FLORENCE, S. C., IN COLLABORATION 
WITH RODERICK MACDONALD, M. D., ROCK HILL, S. C., THOMAS 
GAINES, M. D., ANDERSON, S. C., JOSEPH WORKMAN, M. D., COLUMBIA, 
S. C., PIERRE JENKINS, M. D., CHARLESTON, S. C. 


r. Howard Stokes, Florence, $. C.: Mem- 
bers of the South Carolina Medical 
Association, distinguished guests, we 

are to present a symposium on glaucoma and 
since we have only 30 minutes for the pre- 
sentation we will not have time for questions 
but there are many members of the South 
Carolina Society of Ophthalmology here this 
afternoon and if you have questions — and we 
all hope that you will, we will be very happy 
to answer them. 

By the same token the papers we have here 
are not completed papers but rather sum- 
maries, the originals represent a very excellent 
research library on each man’s part. 

The participants this afternoon in the order 
of their appearance are Dr. Pierre Jenkins, 
Professor and Chairman of the Department of 
Ophthalmology, Medical College of South 
Carolina, who is going to discuss “Histo- 
pathology of the Eye as Related to Glaucoma.” 
The next is Dr. Thomas R. Gaines of Anderson, 
who will discuss “Types of Glaucoma.” Then 
Dr. Joseph B. Workman of Columbia, who 
will discuss “The Treatment of Glaucoma,” 
and Dr. Roderick Macdonald of Rock Hill, 
who will summarize in great part all the 
papers. 

There is now in the lower lobby of this 
building a booth set up not only to distribute 
material which we believe that you and your 
patients would like to have about glaucoma 
but also there is a Glaucoma Detection Center 
there and during this afternoon and tomorrow 
morning and afternoon the members of the 
South Carolina Society of Ophthalmology and 
Otolaryngology will be glad to have you come 
by and have your tension “took”. 


A Brief Outline of the Patho-Physiology of 
Glaucoma 
PIERRE G. JENKINS, M. D., F.A.CS. 


The word “glaucoma” designates a condition 
of the eye wherein numerous factors con- 
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tribute to an increase in intraocular pressure 
whereby a complex and subtle mechanism is 
involved and thereby upsets the maintenance 
of the so-called steady state of pressure within 
that eye. Hence the production of damaging 
effects on structures within an eye so affected 
which results in serious loss of function of that 
particular eye; or — as someone has recently 
put it — “glaucoma, as we know it now, begins 
when the intraocular pressure reaches a level 
that is too high for the eye to tolerate.” 

The types of glaucoma found are generally 
classified as primary and secondary. 

The primary glaucomas are divided into the 
chronic or open angle glaucoma, and the angle 
closure glaucoma, or narrow angle glaucoma. 
About 80% of the people having glaucoma 
have open angle type. 

In order to explain the differences inherent 
in this classification a brief reference to certain 
anatomic areas in the anterior segment of the 
eyeball are important. Looking at a cross 
section of the globe in its anterior portion we 
can find the following structures. 

The limbus — the outer boundary of the 
cornea. 

The anterior chamber, a space between the 
cornea anteriorly, the corneoscleral trabecula, 
a portion of the ciliary body, the iris and the 
central portion of the lens posteriorly. 

The anterior chamber in the normal eye is 
deeper in youth and in those with myopia, its 
depth lessens toward the periphery. 

During accommodation the anterior surface 
of the lens moves forward, carrying the iris 
forward; this causes slight shallowing of the 
anterior chamber. 

The angle of the anterior chamber consists 
of the peripheral portion of the anterior cham- 
ber bounded posteriorly by the iris and 
anteriorly by the corneoscleral trabecula and 
the most anterior portion of the ciliary body. 
The latter forms the apex of the angle recess. 

In the embryo the angle is filled with meso- 
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dermal material. This latter atrophies and re- 
sults in a deep recess bounded by a loose 
tissue meshwork, and this we call the trabe- 
a cula. In its two thirds it contains a labyrinth of 
spaces which have access to the wall of 
Schlemm’s canal. 

The trabecular spaces are connected with 
the canal of Schlemm by inner canals and 
aqueous flows through these to the canal of 
Schlemm. There are other channels around the 
canal of Schlemm which communicate with 
the anterior ciliary veins, and when one of its 
branches reaches the scleral surface it is called 
an aqueous vein. 

The aqueous humor is secreted from the 
ciliary body and enters the eye at that point 
in the posterior chamber, then enters the 
anterior chamber through the pupil and leaves 
the eye mainly by way of the angle of the 
anterior chamber through the intra-trabecular 
spaces into the canal of Schlemm and thence 
into the venous channels mentioned above. 

“The 2 mm. wide band around the corneo- 
scleral junction holds the most important path- 
way of outflow of aqueous in the eye. It is the 
pathologic alteration of this tiny area around 
the corneal sclera junction that leads to glau- 
coma.” (G. Dvorak-Theobald ). 

Although the ultimate cause of primary 
glaucoma is unknown, in general, there are 
factors which no doubt operate in producing 
the pathology inherent in glaucoma. These are 
the mechanism of edema, seen especially in 
the cornea, iris and ciliary body; the effects 
of arteriosclerosis, which causes malnutrition 
of the ciliary processes and iris, and causes pig- 
ment migration therefrom thus causing ob- 
struction of the intra-trabecular spaces with 
pigment granules; and hypertrophy of tissues, 
especially connective tissues such as the 
sclera through which pass the aqueous path- 
ways. The latter is found especially in the 
aged. Changes in the endothelium in the 
aqueous pathways also may obstruct outflow. 

The effects of increased intraocular pressure 
may affect most of the structure of the globe. 
As far as vision is concerned, the effects on the 
retina and optic nerve are most important. 

In the retina degenerative changes occur 
first in the periphery and arcuate nerve fiber 
layer, resulting in visual field changes, at first 


minimal and then extending further. These 
changes are due to a combination of increased 
pressure and ischemia. 

The optic nerve becomes atrophic and 
cystic. The lamina cribrosa is bowed back- 
wards and we have the picture of a cupping 
of the disc. 

In open angle glaucoma, vascular changes 
characterized by disease of the endothelium as 
evidenced by chronic edema, impede the blood 
supply. These vascular changes may be asso- 
ciated with general vascular disease. This is 
an insidious process which leads to blindness 
(absolute glaucoma) with or without an inter- 
vening acute inflammatory episode. 

In open angle glaucoma the aqueous has ac- 
cess to the filtration apparatus or the trabecula 
at the anterior chamber angle at all times and 
the obstruction to outflow of aqueous resides 
in the filtration apparatus. 

In angle closure (narrow angle) glaucoma 
the sole cause of the elevation of tension is 
closure of the angle by apposition of the peri- 
pheral iris to the trabecular wall. The type of 
eye especially subject to this form of the dis- 
ease is more apt to be hyperopic (farsighted ) 
with a small cornea, a smaller anterior seg- 
ment and a generally smaller eye. 

Here the ciliary muscle is thicker, the iris 
more convex and the lens larger in proportion 
to space available to it. 

Under certain conditions in untreated open 
angle glaucoma, at all stages of the disease, 
whether the tension is high or low, there is 
obstruction to the outflow of the aqueous from 
the anterior chamber. 

In narrow angle glaucoma, on the other 
hand, the filtration apparatus is normal. When 
the angle is open the tension is normal. When 
the tension comes to normal, either spon- 
taneously or under the influence of drugs, the 
rate of outflow of aqueous can be and is found 
to be normal. _ 

When the angle is closed wholly or in part 
the tension rises in proportion to the extent of 
the angle which is closed, and the rate of out- 
flow becomes poorer and poorer as more and 
more of the angle becomes closed by contact 
between the periphery of the iris and the 
trabecula. 

The mechanism of angle closure in narrow 
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angle glaucoma, in brief, is that something 
causes the iris to come in contact with the 
trabecula so as to close the angle and deny 
aqueous access to the angle structures. The 
factors here may be a dilated pupil or a rela- 
tive pupillary block, iris bombe, and miosis 
(drug induced. ) 

Here neurovascular in addition to mechani- 
cal factors are often involved. In other words, 
psychosomatic or emotional upsets and social 
stresses figure largely in the etiology. We 
therefore find that acute attacks of elevated 
intraocular pressure occur during emotional 
crises. 

In secondary glaucoma, the causes of the 
pathologic change are many and _ varied. 
Essentially there is a mechanical obstruction 
of the angle of the anterior chamber or of the 
openings of the trabeculae themselves. This 
form of glaucoma is secondary to pre-existing 
ocular disease, either inflammatory, de- 
generative, neoplastic, traumatic (contusions, 
accidental perforating wounds and operative 
procedures, ) metabolic disturbances or vascu- 
lar retinopathies. 

Congenital glaucoma, somewhat different in 
its pathoanatomic etiology, generally speaking 
is due either to a lack of development of the 
trabeculae and the canal of Schlemm or that 
which is secondary to an inflammatory pro- 
cess. The clinical manifestations of this con- 
dition will be described by others on this 
panel. 


Symptomatology and Diagnosis 
THOMAS R. GAINES, M. D. 


The purpose and scope of this panel pre- 
cludes the inclusion of the rarer and question- 
able forms of glaucoma and some of the more 
highly specialized means of diagnosis. 

I. Infantile type 
A. Symptomatology 
1. Subjective 
a. If child is old enough to recog- 
nize it, pain 
b. Visual disturbance 
2. Objective 
a. Reddening and injection of 
globe, one or both 
b. Lacrimation and photophobia 
c. Fretfulness 


June, 1961 


d. Later, enlargement of cornea 
e. In late stages clouding of cor- 


nea and enlargement of globe 


f. Increase in ocular tension 
B. Diagnosis 
1. First few weeks or months of life 
2. Above symptoms 
3. Usually binocular 
4. Angle filled with mesodermal tis- 
sue? 


II. Secondary glaucoma 
A. Symptomatology 
1. Subjective 
a. Painful, tender globe 
b. Decrease in vision 


. Objective 


a. Pre-existing disease or lesion; 


inflammatory, vascular, or neo- 
plastic; lens displacement; tra- 
uma; drug mydriasis; hyper- 
mature cataract; retinal separa- 
tion and other factors too 
numerous to mention 


b. Usually injection of the globe 
c. Increase in ocular tension, 25 


mm Hg. or above (Schiotz 
tonometer ) 


d. Cornea may be hazy and ede- 


matous 


B. Diagnosis 
1. Above signs and symptoms 
2. Usually monocular 
3. Occurs at any age 


III. Angle-closure or narrow angle glaucoma 
(formerly known as congestive glau- 


coma ) 


A. Acute Type 
1. Symptomatology 


a. Subjective 


i. Pain, usually severe and ex- 
cruciating 

ii. Decreasing vision varying 
from moderate loss to light 
perception only 

iii. Frequently accompanied by 
unilateral headache, nausea, 
and vomiting 


b. Objective 


i. Congestion and reddening of 
the globe 
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ii. Usually monocular 
iii. Pupil usually semi-dilated 
and fixed 
iv. Cornea clear to steamy, be- 
coming more cloudy as the 
tension increases 
v. Shallow anterior chamber 
vi. Narrow or closed angle 
vii. Eye stony hard to touch, the 
tonometer often showing 50 
or more mm of Hg. of ocular 
tension 


2. Diagnosis 

a. Usually in indivduals of mid- 
dle age or over 

b. Differentiate from acute uvei- 
tis, keratitis, and conjunctivitis 
by taking the ocular tension 
and by finer points known to 
the ophthalmologist 

c. Above symptoms 


B. Chronic Type 
1. Symptomatology 
a. Subjective 
i. Freedom from subjective 
symptoms in many cases, in 
others vague fatigue symp- 
toms or sense of eye strain 
ii. Halos around lights (occa- 
sional ) 
b. Objective 
i. Globe white and quiet 
ii. Anterior chamber shallow 
(usually ) 
iii. Chamber angle narrow 
iv. Field defects and cupping of 
the optic disc as the process 
advances 
. Increase in ocular tension 
. Normal or dilated pupil 


bo 


iagnosis 

. Usually binocular 

. Usually in middle age or after 

. Increase in tension 

Angle narrow or closed 

Central and peripheral field de- 
fects in advanced cases 

. Provocative test: 

i. One hour in dark room or 


bandaging both eyes usually 


produces increase 6 to 8 mm 
Hg. in ocular tension 


IV. Open or wide angle glaucoma: This is 
the most common form of glaucoma; is 
stealthy, and it is of greatest importance 
to realize there may be no symptoms for 
a long period of time. 


A. Symptomatology 
1. Early Cases 
a. Subjective 
i. Frequently symptomless 
ii. Possibly “asthenopia,” slight 
ocular discomfort, feeling of 
“eye strain” 
iii. Occasional halo around lights 
b. Objective 
i. Globes white and quiet 
ii. Pupils normal to semi-dilated 
in size 
iii. Fields full, to minor contrac- 
tion peripherally, or minor 
central defects 
iv. Optic discs normal to slight 
deepening or “saucering” 
v. Tension may be normal peri- 
odically 
vi. Chamber angle open 
2. Advanced Cases 
a. Subjective 
i. Defective vision 
ii. Discomfort, mild to severe, 
increasing as the disease 
progresses 
b. Objective 
i. Globes often white 
ii. Pupils usually semi-dilated 
iii. Field defects peripherally 
and centrally 
iv. Cupping of optic discs with 
pallor 
v. Chamber angle open 
vi.. Increasing ocular tension be- 
coming less amenable to 
treatment 
vii. Blindness in uncontrolled 
cases 
B. Diagnosis 
1. Usually binocular 
2. Usually in middle age or there- 
after 
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3. Above symptoms 

4. Provocative tests 
a. Water drinking test: Imbibing 

a quart of water produces a rise 
in ocular tension in 15 to 45 
minutes 

5. Tonometer tests usually show an 
increase in tension at some period 

during the day (May have to 
be repeated several times in 
early cases ) 

6. Fundus studies show typical 
changes in most cases after the 
early stages (cupping or pallor of 
disc or both) 

7. Tonography shows a diminution 
in the outflow quotient from the 
eye 

8. Heredity may be a factor 

9. Far-advanced cases present no 
problem; a hard eye, diminished 
vision, greatly narrowed fields, 
pale cupped discs 


Treatment 
J. B. WORKMAN, JR., M. D. 


We will begin the discussion of the treat- 
ment of glaucoma with a few general remarks. 

Once the diagnosis is made, the patients 
should have explained to them the nature of 
the disease. They should understand the con- 
dition will be present the remainder of their 
lives and that it will be necessary for them to 
be under the continuous care of a physician. 

These patients are generally of a nervous 
temperament and live under considerable 
stress. They should be asked to avoid situations 
that create emotional upsets. The use of tran- 
quilizing drugs may be indicated. If the pa- 
tients are engaged in activities which create 
tension, such as club or church work, civic or- 
ganizations, and the like, it may be wise that 
they discontinue some or all of these. 

The ingestion of large amounts of fluids or 
food may cause the intra-ocular tension to be- 
come elevated and should be avoided. 

A rise of the intra-ocular tension may be 
produced by being in a dark room and should 
be avoided or compensated for by the use of 
a miotic drug, locally, at the time. 

In discussing the therapy of the specific 
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types, we will first discuss the management of 
narrow angle glaucoma, with and without an 
acute attack, and then the care of open angle 
glaucoma. 

The treatment of congenital glaucoma and 
glaucoma arising secondary to disease or 
trauma will be omitted due to restricted time. 

Approximately 20% of glaucomas are of the 
narrow angle type, i. e., the aqueous is not 
allowed to drain from the eye at the proper 
rate due to the iris blocking the angle of out- 
flow. This type eye is prone to have an acute 
congestive attack. 

It is the consensus today that the eye in an 
acute attack, is best managed by a co-ordina- 
tion of medical-surgical management. The in- 
creased tension is, if possible, first controlled 
by medical means. This allows the congestive 
phase and high intra-ocular tension to subside. 
Surgery should be avoided, if possible, during 
the acute phase as operation is technically 
more difficult and the risk of complications 
greater. To accomplish this, miotic drugs are 
used to constrict the pupil and pull the iris 
away from the filtering angle. In conjunction 
with these miotics, drugs to cause a decrease 
in the rate of aqueous formation may be given 
orally or intravenously. 

Patients who have been fortunate enough as 
to have had the diagnosis of narrow angle 
glaucoma made before having an acute attack, 
may be controlled with a miotic drug as pilo- 
carpine, until the question of surgery has been 
decided. Peripheral iridectomy is the operation 
indicated in narrow angle glaucoma. By re- 
moving a small piece of iris in the periphery, 
aqueous has free access to the anterior cham- 
ber and the iris falls away from the filtering 
angle. If the operation has been done early, 
little or no miotic medication may be neces- 
sary to maintain normal eye pressure. We 
would like to emphasize that this type of glau- 
coma can be permanently cured by this opera- 
tion. 

Statistics show that in patients who had had 
an attack of acute glaucoma in one eye, the 
second eye became involved in 62% of the 
cases in 5 years. Forty per cent of patients who 
used miotics continuously in the second eye 
had an acute attack in this eye despite prophy- 
lactic medical means. This indicates that the 
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peripheral iridectomy should be done on both 
eyes in patients with narrow angle glaucoma. 
This operative procedure is not disfiguring and 
carries with it a minimum of complications. 

In contrast to narrow angle glaucoma, con- 
servative treatment is indicated in patients 
with open angle glaucoma. Local medication 
as pilocarpine, eserine, prostigmine, carbachol 
(Carcholin), demecarium bromide (Humor- 
sol), echothiophate (Phospholine iodide), and 
Di-isopropy]-fluorophosphate are used. 

The carbonic anhydrase inhibitor drugs such 
as acetazoleamide (Diamox), dichlorphena- 
mide (Daranide), and methazolamide ( Nepta- 
zane) should not be used until it is evident 
the miotic drugs, of themselves, will not con- 
trol the tension to below 25 mm. Hg. (Schiotz ) 
throughout the day. 


Frequent follow-up studies are indicated. 
The frequency of examinations depends on the 
result of these tests. It is, at times, difficult to 
decide if and when surgical intervention 
should be undertaken. This calls for an entire 
review of the case, considering the age, life 
expectancy, and the status of the glaucoma. If 
the patient is losing field, his tension remains 
high and the glaucoma is advancing, surgical 
intervention is indicated. Surgery is not always 
100% successful in this type of glaucoma. 

In summary, we may say the therapy differs 
markedly, depending upon the type of glau- 
coma. In narrow angle glaucoma medical treat- 
ment is used primarily to bring an acute attack 
under control. When tension is normalized, 
surgery, in the form of a peripheral iridectomy, 
is indicated on both eyes. In open angle glau- 
coma, the patient is carried on medical treat- 
ment as long as possible, that is, until the ten- 
sion becomes obviously out of control or there 
is loss of visual function due to the glaucoma; 
surgical intervention is then indicated. 


The surgical principles are: 

1. The creation of a fistulous tract between 
the anterior chamber and the subconjunctival 
space so the aqueous may filter into this space 
and be absorbed. Examples of this type opera- 
tion are indencleisis and Elliott trephining. 

2. The creation of a space between the 
anterior chamber and the choroidal space—so 
the aqueous may drain into this area and be 


absorbed. This procedure is known as cyclo- 
dialysis. 

3. Treating the area of sclera over the ciliary 
body with diathermy so that less aqueous will 
be formed. This procedure is known as cyclo- 
diathermy. 


Conservatism is urged in the surgical treat- 
ment of open angle glaucoma. Such conserva- 
tism, however, should not be practiced to the 
extent of permitting the patient to go blind 
while one attempts to avoid an operation. 

Summary 
DR. RODERICK MACDONALD 


My colleagues on the panel have given you 
the highlights of glaucoma. You have heard 
of the various types of glaucoma, the path- 
ology of glaucoma, and its diagnosis and treat- 
ment. 

Glaucoma is an insidious disease more 
prevalent than is generally supposed. Recent 
surveys show that approximately 2% of the 
age of 40, or about 1 person out of 50 in this 
age group is afflicted with this sneak thief of 
sight. At least 1 million of our fellow Ameri- 
cans are victims of this malady without being 
aware of it. According to the press, a recent 
Glaucoma Detection Clinic was conducted by 
the eye physicians of Charlotte, North Caro- 
lina, and out of 1,200 people examined 50 per- 
sons were found to have glaucoma. 

There are many facets to glaucoma, in- 
creased intra-ocular tension being common to 
all. Many patients are unaware of its existence 
until irreversible damage is done. Central 
vision usually remains good, but peripheral 
vision is relentlessly destroyed. 

There are several methods whereby glau- 
coma may be detected, and here now I would 
like to stress that their detection to a large 
extent rests with general practitioners and I 
would further stress that once detected it re- 
quires all the skill and knowledge of an oph- 
thalmologist to adequately cope with it. 

Routine tonometry of all patients over 40, 
intelligently and accurately done at least once 
a year, is most revealing. Suspicious cases are 
given further examination by visual field de- 
termination; this includes both perimeter and 
target screen. Likewise the various provocative 
tests are given such as dilation of pupil, dark 
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room examination, and water drinking. The 
above tests may be amplified by gonioscopy 
and tonography. 

Industry has become very much interested 
in detection of glaucoma and more plants re- 
quire examination before the individual is 
given a job. 

The National Medical Foundation for Eye 
Care is carrying on an extensive nationwide 
educational program. Likewise the National 
Society for the Prevention of Blindness and 
many allied organizations are actively en- 
gaged by all available media in informing the 
public of this insidious disease and the crip- 
pling sequelae that follow its neglect. 

Unfortunately there are many ill-founded 
and misleading ideas about glaucoma. The fre- 
quent changing of glasses is not the answer. 
One must be thoroughly versed in ophthalmic 
pathology. Optometrists are not prepared to 
properly recognize this disease, nor properly 
advise patients as to its tragic consequences. 
As mentioned above, Glaucoma Detection 
Clinics are being urged by ophthalmologists 
and medical men generally. Once the disease 
is found out, the patient should be referred to 
a physician who is well versed in its treatment 
and one who is capable of correctly advising 
the afflicted individual. 

There are several varieties of glaucoma, 
however there are two common types: 

(1) Narrow angle (sometimes called acute 

glaucoma ) 

(2) Wide angle glaucoma 

called chronic glaucoma ) 
These two conditions differ widely in symp- 
tomology. 

Narrow angle glaucoma is characterized by 
sudden attacks, haloes are seen around lights, 
vision is blurred, pain is felt in and around 
the eye, usually one eye is involved. These 
attacks may last an hour or so and clear up as 
rapidly as they came on. They may be pre- 
cipitated by emotions, ingestion of large 
amounts of fluids — beverages, coffee, tea, 
liquors, wine, beer, etc. They are most 
dramatic in onset and to see a full blown at- 
tack of acute congestive glaucoma is an un- 
forgettable experience. Miotics, Diamox and 
other carbonic anhydrase inhibitors are used 
plus, in many instances, surgery. 


(sometimes 
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Unlike the aforementioned type, the 
lack of symptoms makes the early detection 
of the wide angle type most important 
especially before irreparable deterioration of 
vision has occurred. We shall mention only a 
few of the symptoms; headache, a gnawing 
pain sensation in the eye, a patient may be 
awakened at 4 or 5 o'clock by headache, dark 
adaptation is poor, patients complain of in- 
ability to see in darkened areas. Patients may 
or may not complain of visual disturbances. 
Haloes around lights may be noted in times 
of increased tension but other conditions may 
cause this, hence the basic condition must be 
determined. 

Visual field studies are absolutely essential 
and must be carried out at intervals with 
painstaking care and compared to previous 
fields. This is now considered by many to be 
the only accurate method to follow glaucoma 
patients. In passing it should be noted that 
elderly patients frequently complain of tearing 
and lachrymation. 

We would like to stress that when a foreign 
body is removed from the cornea by any phy- 
sician the instillation of atropine sulphate is a 
most questioned procedure. Attacks of glau- 
coma have been precipitated by its use. Gen- 
erally speaking, before any drug is used to 
dilate the pupil, the occular tension should be 
known, and subsequent to mydriasis miotics 
should be used. 

Patients with glaucoma must receive careful, 
firm, and considerate advice. They should be 
encouraged to lead normal lives. They may 
read, sew, watch TV (with good illumina- 
tions), attend picture shows (under certain 
conditions ). There are many drugs used to 
treat glaucoma. Pilocarpine is the usual drug 
of choice. 

The patient must see his physician at inter- 
vals and be closely watched. To start a patient 
on miotics and not accurately do all other ex- 
aminations and know the patient as a whole, 
does not constitute adequate care for these 
cases. They must be observed during all phases 
of their activity, work, play, illnesses, and the 
tragedies of life. 

We would like to urge that Glaucoma De- 
tection Clinics be held at different places in 
South Carolina in connection with the various 
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medical societies and the various health 
agencies. There are leaflets available to all 
the physicians attending the present meeting 
and also a Glaucoma Detection Clinic is being 
held. We would urge you to all drop by and 
have your tension taken. 
(Remarks of Dr. Stokes, following completion 
of the symposium ) 

Thank you Dr. Macdonald. You can see then 


that mechanical blockage of aqueous in the 
eye, due to many causes, is the one big cause 
of glaucoma and the treatment is to relieve 
that mechanical obstruction. If there were in 
this room any over forty years of age, I don’t 
say you are, but if all of you were then you 
could expect to find about four cases of un- 
diagnosed glaucoma in this group of people. 


KERATODERMA OF THE PALMS AND SOLES 


A CASE REPORT 


Introduction 

eratoderma of the palms and soles may 
K occur in a variety of clinical patterns. It 

may be acquired or inherited; diffuse, 
punctate, or localized; mild or severe. It is a 
condition characterized by a thickening of the 
horny layer of the palms of the hands and 
soles of the feet and is usually symmetrical. It 
most commonly extends to the wrists and to 
the sides of the fingers. The heredity pattern’ 
may be dominant or recessive, or it may be 
inapparent because of paucity of genealogic 
information. Some types may have special 
racial features such as Mal de Meleda.* The 
patient with keratoderma of the palms and 
soles may have other associated congenital de- 
fects and there may be members of the family 
who have congenital defects. Keratoderma of 
the palms and soles may be mildly bothersome 
or severely debilitating. Pain from fissuring 
and consequent inability to use the hands or 
to walk may occur. The disability may be so 
great as to require excision and grafting of the 
involved areas.* 

The following cases are presented because 
of the excellent opportunity afforded to 
demonstrate the pattern of inheritance in this 
family. 

Case Presentation 

Case 1. The patient is a 20 year old white female 

who since birth has had a thickening of the skin of 


The opinions contained herein are not to be con- 
strued as those of the U. S. Navy. 


R. NEAL SCHNEIDERMAN, M. D. 
U. S. Naval Hospital, Beaufort, S. C. 


The author describes a family with in- 
herited keratoderma and discusses three 
members of the group. 


the palms and soles. Her skin elsewhere is normal, 
and no abnormalities other than the keratoderma were 
found on physical examination. The condition presents 
little difficulty to the patient in the performance of 
her duties as a housewife except during the winter. 
During the cold months of the year, the palmar sur- 
faces of the hands become dry and develop occasional 
painful fissures. These generally heal in a few days 
following the use of petrolatum. Treatment was at- 
tempted by means of a 10% potassium hydroxide 
lotion,’ salycilic acid plasters,? ultrasound at 0.5 watts 
per square cm. for one minute daily for five days,‘ 
and 0.2% popophyllin ointment. None of these 
methods was of any value to the patient. 

Case 2. A two year old white female, the daughter 
of case 1. The patient was born with a thickening of 
the skin of the palms and soles. There were no other 
abnormalities noted on physical examination. There 
has to date been no fissuring of the involved areas, 
and the manual dexterity is normal for the patient’s 
age. 

Case 3. A one year old white male, the son of 
case 1. The patient was born with a port wine 
hemangioma involving approximately one half of the 
right leg. There were no other abnormalities noted on 
physical examination. 

Discussion 

The opportunity was presented to study a 
large family group of four generations, some 
of the members of which possessed the trait 
of keratoderma of the palms and soles. A chart 


was devised to develop the relationships and 
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occurrence of this trait. The following facts 
may be derived from this chart. 
1. Of the nine third generation offspring, 
five were affected with keratoderma, and 
four were not. 


2. Of the thirteen fourth generation off- 
spring who had one affected parent, eight 
were affected with the keratoderma. 

3. Of the fourteen fourth generation off- 
spring who had no affected parent, none 
was affected with the keratoderma. 


On the basis of these facts, it may be stated 
that the trait of keratoderma of the palms and 
soles in this family is inherited by a simple 
dominant gene. It may be predicted that ap- 
proximately one half of the future offspring 
with one affected and one normal parent will 
have the condition and that none of the off- 
spring of the unaffected parents will have the 
trait. 


AFFECTED MEMBERS 


Summary for keratoderma of the palms and soles is pre- 


A family carrying a simple dominant gene _ sented. 
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PRESIDENT’S ADDRESS TO 
ANNUAL MEETING 


Joseph P. Cain, Jr., M. D. 


During this year I have traveled over 
10,000 miles and have talked to doctors in all 
counties of the state, either by meeting the 
County Society individually or by meeting 
with them at District gatherings. 

The attendance was very good on the 
average, and I estimate I talked to one of 
every two doctors in the State. There was 
100% attendance in one county, and over 
90% in several. 

Many points of interest were noted, some 
of which will be brought out as I go along. 
One county started meeting before eating. The 
amazing thing was that after refreshments 
everyone seemed to be in a jovial and ac- 
ceptable mood — even the speech seemed 
more fluent — to the speaker. However, this 
has also been known to work just the opposite 
at times. Also I learned that to end a meeting 
on time you simply have someone cut off the 
lights — it works like a charm. 

One county, to increase attendance, requires 
attendance at 50% of meetings — if not, 
membership is revoked, which also takes 
away hospital privileges. After being re- 
instated, on second offence, the member is 
fined $50.00 in addition. 

Many small counties are in difficulty so far 
as adequate nurses to staff the hospitals are 
concerned. They have little sympathy for the 
larger centers, whose greatest problem is not 
whether or not they can get nurses but only 
that competition between other hospitals in 
the county keeps the salaries on an upward 
spiral. The smaller community which does not 
have the cultural advantages and glamour to 
be found in the larger cities has a tough time 
bringing nurses to live in its small town at any 
price. 

It is undoubtedly true that these small com- 
munities are dependent almost entirely on 
local girls, some of whom have come home 
after having trained elsewhere, and on older 
graduates of the local Nursing School which 
now has been forced out of existence. 

The smaller community hospitals feel that 
their larger colleagues deserted them when 


the chips were down several years ago, at 
which time the nursing law was amended to 
require longer affiliation with larger hospitals. 
For the average school it meant that these stu- 
dents who already affiliated 9 to 12 months, 
would be gone for 3 or 4 months more, or 
about half their training period. Since this 
obviously was not economically feasible, the 
nursing schools had to close. 

Nineteen Nursing Schools twenty years ago 
graduated 307 nurses. Fifteen Nursing Schools 
last year graduated 308 nurses. However, most 
of the 55 hospitals in the state twenty years 
ago have now expanded and 19 new ones have 
been constructed. In all, the total number of 
hospital beds and admissions have more than 
doubled. 

What is the answer? Since an adequate 
number of R.N.’s is not available they must be 
used in supervisory and administrative capaci- 
ties. The practical nurse is coming into her 
own. A school for practical nurses is more 
economical, requires much less training time, 
and is in line with modern educational meth- 
ods where specialists are trained as experts in 
certain fields. 

We find these nurses working in operating 
rooms, recovery rooms, general supply, as 
well as doing most of the general nursing care. 
Some hospitals even use them to take charge 
of medications. 

In some respects we have done the Reg- 
istered Nurse, our closest colleague, a great 
disservice. From all practical standpoints, we 
have allowed her to legislate herself into a 
minority position. The nursing personnel of 
hospitals generally runs less than half R.N.’s, 
the remainder being practical nurses and 
aides. What has been done, is done! We 
would not have the standards lowered. How- 
ever, we must use our limited supply of R.N.’s 
as seems most feasible and increase our prac- 
tical nursing personnel. 

This is the only solution for the smaller hos- 
pitals, many of whose R.N.’s now are grand- 
mothers — and when this limited supply is 
exhausted — what then? 
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Unfortunately, the liaison between the nurs- 
ing and medical profession is not what it once 
was. More and more our nursing associates 
are expressing viewpoints on the socio-eco- 
nomic aspects of medical care that are con- 
trary to those of the medical profession. With- 
out belaboring this point, I cite one example— 
The American Nursing Association has ap- 
proved Forand-type legislation, and up to this 
time The South Carolina Nursing Association 
has felt that it should go along the same way. 
Civil Defense 

Progress in Civil Defense has been very 
gratifying. A full time adviser to physicians 
and hospitals has been appointed. Sixteen 
mobile hospitals have been set up over the 
State and fully staffed. In communities where 
the medical manpower is limited, the hospital 
is staffed by physicians from neighboring 
counties. 

Society Interest 

Interest within the County Societies was 
very significant. Most all counties were or- 
ganized and many are “chafing at the bit” — 
ready to sink their teeth in whatever problem 
presents itself. Many smaller units show signs 
of being stronger. In a few of the counties 
interest has ebbed; we hope this is a tem- 
porary state of affairs and that soon they will 
regain their zeal and influence shown in the 
past. 

Discipline 

There is evidence that the county societies 
are cognizant of their responsibility in regards 
to regulating irregular practices within their 
jurisdiction. Several county societies have been 
active in this regard. It is commendable that 
they are striving to keep their own house in 
order. 

Liaison—Department of Public Welfare 

A committee has been appointed to work 
with the Department of Public Welfare. Many 
problems concerning physicians present them- 
selves in welfare work. This committee is in a 
position to do a great deal of good. 
Legislation 

We have actively supported a bill recom- 
mended by Mr. Arthur B. Rivers, head of the 
Department of Public Welfare, to implement 
the Kerr-Mills Bill for the care of aged people 
with an income of $1,000 or less. It is urgent 
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that we continue to give our wholehearted 
support to the implementation of this bill, 
rather than subject ourselves to the alternative 
—an amendment of the Social Security Sys- 
tem. 
The present Naturopath Bill cropped up 
again this year. Apparently we will have this 
type of legislation to contend with each year, 
and should be continually on the alert. Our 
County Delegates to the General Assembly 
have to be reminded continually about our 
problems in this regard. Recently, when a 
vote was lost by 55 to 40—many of the 55 were 
new members who did not remember the 
background of our battle in 1956. The other 
40 were veterans, who remembered and stood 
pat. We must keep up liaison with our County 
Delegates and meet with them from time to 
time to let them know how we feel. As a gen- 
eral rule, most County Delegates like to vote 
as their constituents wish, and will think a 
long time before voting for something 
strongly opposed by their County Medical 
Association. The proof of this was the reversal 
of the above vote on third reading and after 
the physicians had explained their views to 
the Local Delegates. 
Social Security for Doctors 
Social Security for doctors has been injected 
into almost every discussion that we have had 
during the year. There continues a great deal 
of interest in this subject, both pro and con, by 
the physicians throughout the State. 
Two years ago a poll of the Association 
showed 55% of physicians to be against com- 
pulsory inclusion under Social Security, and 
45% were in favor of compulsory inclusion. 
Whether or not this percentage has changed 
at the present time I do not know. However, 
one or two counties have passed resolutions 
which are to be brought before the Associa- 
tion, requesting another poll of its members on 
the subject. 
Liaison Committee—State Institutions 
There are several areas of activity con- 
cerned with state supported institutions which 
are directly the concern of physicians and the 
Medical Association. Liaison with these in- 
stitutions could be most helpful. I would 
strongly recommend that our Association con- 
sider appointing a committee for liaison with 


271 


a 
a 
| 
| 
| 
| 
a 
7 
a 
f 
A 


state institutions, which would be concerned 
with problems coming up between the Medi- 
cal Association and its relation with all state 
institutions, and would include the State Hos- 
pital, State Park, the Medical College of 
South Carolina and the new Alcoholic Re- 
habilitation Center. It is easy to foresee the 
advantage of such liaison. 

Physician's Image 

Many physicians still feel that the medical 
profession can do and say what it pleases and 
somehow public relations can make it ac- 
ceptable. Nothing could be farther from the 
truth. Public relations is common sense. Good 
deeds and their proper interpretation are the 
fundamental precepts of effective public rela- 
tions. 

It is not enough for the individual physician 
to give tacit support to the efforts of his local 
and state societies, or to those of the American 
Medical Association. He must be more than a 
dues-payer if he wishes to preserve medicine’s 
freedom to practice in its traditional way. 

He must be the articulate voice of his pro- 
fession, wherever he is. He must be dedicated 
to the well-being of his community. In mat- 
ters of health, he must be willing to assume 
responsibility and discharge it like the expert 
he is. He must be citizen as well as doctor, 
plaintiffs attorney for his patients, missionary 
for the individual and for the individual’s 
rights. 


The image of medicine is simply an ex- 


tended likeness of the physician and his col- 
leagues, reflected in the mirror of public 
opinion. It can be warm and sympathetic or 
cold and impersonal. 


Actions speak louder than words, and words 
are without value unless they are backed up 
by deeds. The image of our profession is the 
reflection of our substance and not our 
shadow. 


In conclusion join with me in the Physician's 

Prayer: 

Lord, Who on earth didst minister 
To those who helpless lay 

In pain and weakness, hear me now, 
As unto Thee I pray. 

Give to mine eyes the power to see 
The hidden source of ill, 

Give to my hand the healing touch 
The throb of pain to still. 

Grant that mine ears be swift to hear 
The cry of those in pain; 

Give to my tongue the words that bring 
Comfort and strength again. 

Fill thou my heart with tenderness, 
My brain with wisdom true 

And when in weariness I sink, 
Strengthen Thou me anew. 

So in Thy footsteps may I tread, 
Strong in Thy strength alway 

So may I do Thy blessed work 
And praise Thee day by day. 

Amen 


Ammonium intoxication following massive gastro- 
intestinal hemorrhage, by R. S. Wilson, F. T. Wallace 
and C. S. Finney (Spartanburg). Tri-state M. J. 8:5, 
Oct. 1960. 

In the patient with cirrhosis who has a massive 
gastrointestinal hemorrhage and shows evidence of 
coma or abnormal cerebral behavior, it must be as- 
sumed that these cerebral manifestations are the re- 
sult of increased ammonia levels in the blood. 

The authors report a patient who after a massive 
gastrointestinal hemorrhage developed abnormal cere- 
bral behavior consisting of lethargy, confusion and 
ultimately coma and convulsions. 

In cirrhosis, the circulation of the portal vein is 
obstructed by scar tissue. The blood is shunted into 
the hepatic vein. The detoxifying effect of the liver 
cells is lost. 

A large amount of blood accumulates in the gastro- 


intestinal tract following hemorrhage from esophageal 
varices or a penetrating duodenal ulcer. As a result of 
bacterial enzymatic action, ammonia is produced from 
the blood. Accumulation of ammonia and similar sub- 
stances has a toxic effect on the cerebral cells, and 
cerebral manifestations or coma develops. 

There are three measures which aid in the manage- 
ment of such cases. The first is the use of a purge 
which removes the large quantity of ammonium-pro- 
ducing blood from the gastrointestinal tract. The 
second is giving of a broad-spectrum antibiotic to 
decrease the bacteria concentration within the bowel 
and cut down on the formation of bacterial enzymes. 
The third is administration of sodium glutamate for 
its direct ammonium binding power to lower the level 
of ammonium concentration in the blood. 

An illustrative case is presented. 
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President’s Page 


Another splendid meeting of the South Carolina Medical Association has concluded, and 
for those that were unable to attend this meeting, I hope that they will avail themselves of 
the proceedings of the House of Delegates that will be printed in the Journal of the South 
Carolina Medical Association. Some of the articles that were presented at the meeting will 
be carried also, but as you know, many of these presentations are given by notes, and are 
therefore unavailable for reproduction. One of the highlights of the program was the panels 
that were held on the afternoon of Thursday. These were extremely interesting and were well 
attended, and I can assure you that it was most gratifying to the officers and the scientific 
committee to see as many in attendance. Both rooms were filled until the last. When the 
members react to a meeting as they did at this last meeting, it most certainly presents a chal- 
lenge for next year, and I certainly assure you that the committee on scientific program will 3 
shoot high, in order that we may have your presence in 1962. 


I hope that you will read with care the proceedings of the House of Delegates in the 
Journal when they are published, and that you will file this for future reference. There will 
be many things that your society should take action upon, and there will be many things that 
you may want to pursue further at the next meeting. In any case, it will keep you up to date 
as to what your State Association is doing, and will give you, as a member, a chance to study ‘ 
such action, so that you may endorse, amend or reject. You, at the county level, through your ; 
county society, have this prerogative. Use it, but use it for the betterment of the practice of 
medicine and for better public relations with our patients and allied personnel. 


Keep up your interest in organized medicine, and be prepared at all times to lend your 
help in its advancement. % 


Charles N. Wyatt, M. D. 
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Editorials 


THE DRUG INDUSTRY 


In the hoppers of both the Senate and the 
House of Representatives there is the ammuni- 
tion for a double barreled threat to the drug 
producers. Senator Kefauver is ready with his 
coon skin cap and the material for a tough 
attack on the industry. In effect, these pro- 
posed laws would tighten the anti-trust regu- 
lations, would make licensing of patented 
drugs mandatory, and would give the Food 
and Drug Administration much more privilege 
and responsibility in policing manufacturing 
and advertising. 

Doctors will be furnished under such law 
with better information on the good and bad 
features of drugs, and the department of 
HEW would furnish information to physi- 
cians. There is also provision to simplify 
generic names and reduce the number of 
patented drugs by eliminating all which are 
not distinctly different from others. Inspection 
of plants and examination of files and person- 
nel would be a function of the FDA. 

Whether the present state of the drug in- 
dustry warrants all of these measures is 
questionable to many people. The regulations 
proposed would probably drive some of the 
smaller manufacturers out of business and if 
the very radical provision for limitation on the 
patent rights of drugs is passed, reducing the 
seventeen year period to a three year limit, 
there would probably be a great effect on the 
desire of manufacturers to carry out expensive 
research and to investigate the development 
of new drugs. 

While it is doubtful that this legislation will 
be enacted this year, there probably will be 
long and elaborate hearings before anything 
is accomplished. The pharmaceutical manu- 
facturers are well alerted and probably pre- 
pared for much rebuttal to the charges pre- 
sented now and in the past by Kefauver and 
his allies. Certainly some of these charges ap- 
pear to be rather strange, and the drug manu- 
facturer should be given every chance to pre- 


sent his side of the picture. His contribution 
to medicine in recent years has been too great 
simply to brand him as a profiteer. 


DAY AFTER DAY, JOURNAL AFTER 
JOURNAL 


“Four other oysters followed them, 

and yet another four; 

and thick and fast they came at last, 

and more, and more, and more.” 
Substitute “journals” for oysters and you have 
the present day picture. But there seems to be 
very little conservation in this plan, for there 
are no walruses or carpenters to eat up the 
surplus journals. 

This dull thought arises from the advent of 
two new journals on the bibliographic scene, 
and no doubt they are worthy and needed 
publications, but the daily multiplication of 
medical magazines makes one wonder whether 
there should not be some daily subtraction at 
the other end of the line. Even in his own 
special field, a doctor finds it hard to keep up 
with the multiple writings on his particular 
subject. 

This is not meant to be derogatory to the 
two new journals coming to the desk. The 
Journal of Surgical Research is a handsome 
publication, well protected by eminent author- 
ities on the editorial board, and probably fill- 
ing a need for consideration of the more philo- 
sophical aspects of surgery instead of the dis- 
cussion of purely technical activities. If the 
first number is a proper prototype of those to 
come, it should be a journal of high standing 
and popularity in the surgical world. 

Another new journal is The Journal of the 
Children’s Asthma Research Institute and Hos- 
pital, emanating from an institution at Den- 
ver. It proposes to attempt to integrate the 
several phases of consideration in the 
asthmatic state which are required for a 
proper study of the disease. It will combine 
material on social, cultural, neurological, 
medical, and psychological experiences and 
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will offer particularly edited transcriptions of 
conferences on current problems and _ in- 
vestigations. Its editorial board also is im- 
pressive, and there would seem to be reason 
to think this quarterly periodical will produce 
much useful information and thought. 
Let us hope that these newcomers will have 
“a pleasant walk, a pleasant talk, 
along the briny beach:” 


SPEAKINGS AND RECORDINGS 

It has been the opinion of this editor that 
some of the best reading material that can be 
carried in a state Journal is that which ema- 
nates from panel discussions at our annual 
meeting or from meetings of county medical 
societies or other similar sources. Many of the 
better journals carry this kind of material, and 
apparently it is justly popular when it is 
properly presented. 

A circular on the desk gives what is to us 
a new name for such material, that of “raw 
data”, verbatim recordings as “living texts of 
noncontroversial events.” To these thoughts 
this Journal willingly agrees. 

Obviously such reports have to be edited, 
both by the speaker and the editor of the 
journal. Otherwise an amazing conglomeration 
of hems and haws and unfinished sentences 
and ungrammatical statements and a great 
many undesirable things emanate from the 
transcription. In those published reports which 
we occasionally read, the conversation flows 
as smooth as milk, the speaker never hesitates 
for a word; the construction of sentences is an 
admirable thing to hear. 

What has gone wrong with those tran- 
scriptions that we have attempted to do? After 
the secretary labors to produce some sort of 
consecutive English from the machine, the 
editor has to do his best to bring what he con- 
siders his own personal order out of the 
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speakers’ chaos, after much effort to make the 
completed product sound something like what 
the editor thinks the speakers intended to say, 
and after a trial of using the proper technical 
terms belonging to some foreign specialty 
the editor is left with something that looks to 
him reasonably publishable. With a sigh of 
relief and high anticipation he sends his copies 
off to the speakers. For days, for months, for 
years, almost, he waits to have a reply. One 
participant holds up the whole works. Most 
participants cannot possibly conceive that 
they have said anything like what has been 
given them as a record of their vocalizings. 
The whole scheme of producing a fine piece 
of informative work runs closer and closer to 
the rocks and finally founders on the per- 
sistent procrastination of the original pro- 
ducers. 

We like these reports very much — when 
we can get them. Perhaps other people are 
more adept at using winning ways and 
achieving results. 


THE SURGEON ECLIPSED 


Let us take nothing away from the glamour 
of the surgeon. Somebody has been doing it. 

When the disaster of cardiac arrest struck 
the patient on the operating table, the surgeon 
could make dramatic and frequently success- 
ful efforts at resuscitation by massaging the 
heart through a proper incision. Now if an- 
nouncements are not premature, it seems that 
people at Johns-Hopkins have found that 
closed-chest cardiac massage is no more diffi- 
cult to administer than is artificial respiration, 
and certainly much less difficult to perform 
and much safer than open chest resuscitation. 
The patient is treated more quickly, and the 
danger of thoracotomy is avoided. 

Sic transit gloria chirurgiae. 
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JAMES H. GRESSETTE, M. D. 
PRESIDENT-ELECT 


James H. Gressette, M. D., President-elect 
of the South Carolina Medical Association, is 
a native of St. Matthews, South Carolina, 
where he was born in 1913 and where he com- 
pleted his secondary school education. He was 
graduated from the University of South Caro- 
lina in 1934 and from the Medical College of 
South Carolina in 1938. He served his intern- 
ship at the Macon Hospital, Macon, Georgia; 
was a resident and later an associate in 
ophthalmology and otolaryngology at the Gill 
Memorial Hospital in Roanoke, Virginia. Dr. 
Gressette is a licentiate of the Board of 
Ophthalmology and the Board of Otolaryngol- 
ogy, is a member of the American College of 


Surgeons and of the International College of 
Surgeons. He has been active in the medical 
societies of the state, having held numerous 
offices in them, the most recent being Chair- 
man of the Council of the South Carolina 
Medical Association of which he was a mem- 
ber as representative of the Eighth District. 


Dr. Gressette has been practicing his special- 
ties in Orangeburg since 1945 where he is 
currently associated with Dr. John B. Rem- 
bert. 

Dr. Gressette is married to the former Miss 
Mary Sims of Orangeburg. Their oldest 
daughter, Miss Mary Sims Gressette, attends 
Converse College. Their two younger daugh- 
ters and James Hill Gressette, Jr. attend the 
Orangeburg schools. 

In the affairs of his community Dr. Gres- 
sette has taken an active part being a past 
president of the Orangeburg Chamber of 
Commerce, a director of the Industrial De- 
velopment Company, the Bank of Orangeburg 
and the Rotary Club. He is Chairman of the 
Board of Deacons of the First Baptist Church 
of Orangeburg. 


WALLIS D. CONE, M. D. 
VICE-PRESIDENT 

The new vice-president of the South Caro- 
lina Medical Association, Dr. Wallis D. Cone, 
was born near Dunbarton, South Carolina, on 
May 20, 1915. He attended the Williston-Elko 
schools, Wake Forest College and was grad- 
uated from the University of South Carolina 
in 1936 and from the Medical College of South 
Carolina in 1940, where he was president of 
the student body in his senior year. He is a 
member of Phi Rho Sigma and A.K.K. After 
internship at Roper Hospital he spent 52 
months in the armed services, 30 of which 
were at the Station Hospital, Fort McClellan, 
Alabama, on the G. U. Service. Eighteen 
months were in the European Theater with the 
3rd Medical Battalion, 3rd Infantry Division. 
He was awarded a Bronze Star Medal for 
meritorious service and five battle stars, one 
for D-Day landing in Southern France. 

In 1940 Dr. Cone married Miss Margaret 
Dickson of Manning. They have two sons, 
Dicks, 18, now at Clemson, and Wells, 16, in 
high school in Sumter. 

Dr. Cone served a residency in urology at 
Roper Hospital from January 1946 until June 
1948 and began the practice of this specialty 
in Sumter in July 1948. He is a member of the 
American Board of Urology, American Uro- 
logical Association, Southeastern Section 


276 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


: 
2 
=. 
q 
‘ 
‘ 
> 


American Urological Association, the Ameri- 
can College of Surgeons and the AMA. He is 
a member of the executive committee from 
South Carolina to the Southeastern section of 
the American Urological Association. Dr. 
Cone is a member of the staff of Toumey Hos- 
pital, Sumter, and a consultant at Shaw Air 
Force Base. 


Officers for 1961-62 elected at the Annual 
Meeting in Charleston in April were: 


Dr. J. H. Gressette, Orangeburg, president- 
elect 

Dr. Wallis D. Cone, Sumter, vice-president 

Dr. Robert Wilson, Charleston, secretary 

Dr. Howard Stokes, Florence, treasurer 

Dr. Joseph P. Cain, jr., Mullins—delegate to 
AMA—2 yr. term 

Dr. Frank C. Owens, Columbia—alternate 
delegate to AMA—2 yr. term 

Councilors—3 yr. terms 

Dr. A. F. Burnside, Columbia—2nd District 

Dr. J. M. Brewer, Kershaw—5th District 

Dr. Joseph D. Thomas, Denmark—S8th District 

Members of Mediation Committee—3 yr. 
terms 

Dr. William H. Bridgers, Columbia—2nd 
District 

Dr. Ripon W. LaRoche, Camden—5th District 

Dr. James L. Wells, Orangeburg—8th District 

Member of Benevolence Fund Committee—3 
yr. term 

Dr. Thomas G. Goldsmith, Greenville 

Members of State Board of Medical Examiners 
4 yr. term 

Ist Congressional District, Dr. A. R. Johnston, 
St. George 

3rd Congressional District, Dr. Wm. P. Turner, 
Greenwood 

Members of Hospital Advisory Council to 
State Board of Health 

Dr. Halsted M. Stone, Chester 

Dr. T. C. McFall, Charleston 


it 

New officers of the South Carolina Medical Asso- a 
ciation pictured from left to right: Dr. James H. a 


Gressette, president-elect, Dr. Charles N. Wyatt, 
president, Dr. J. Howard Stokes, treasurer, and Dr. At 
Robert Wilson, secretary. 
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BRUCE ALGER, 
Convention Speaker 


The speaker for the final banquet of the convention 
was Bruce Alger, the first Republican ever to represent 
Dallas County, Texas, in the House of Representatives 
of the United States. A graduate of Princeton, 1940, 
Mr. Alger began his business career with RCA Victor. 
Alger served overseas as a B-29 Commander, logging 
2,500 hours and 23 combat missions, including many 
of the raids over Japan. 


In 1954 Mr. Alger was elected to the United States 
House of Representatives in which he has since served 
on varied committees among which are Public Works, 
Interstate and Foreign Commerce and Ways and 
Means. His Congressional efforts have centered 
around the Hoover Commission recommendations, 
fiscal responsibility and the curtailment of the size 
and scope of federal government. 


Mr. Alger spoke critically of the government's 
handling of foreign affairs with particular reference 
to the Cuban situation and foreign aid. He com- 
mented that the greatest struggle on the homefront 
is “the right to own property.” He stated, “The threat 
of Socialism and Communism are one and I defy any 
straight-thinking economist to say differently.” Mr. 
Alger thinks Congress should: 


1. Strive for a yearly balanced budget. 


2. Institute a tax reform which would permit a cut 
in every bracket of corporate and individual re- 
turns within a balanced budget. 


3. Get the government out of business in competi- 
tion with its own citizens. 


4. Put labor unions under the anti-trust law. 


5. Protect the sovereignty of the United States. 


Minutes of Council Meeting 
Charleston, 8. C. 
April 25, 1961 

The first meeting of Council in conjunction with 
the Annual Meeting of the Association was held at 
the Francis Marion Hotel, on the morning of April 
25, 1961. The meeting was called to order at 9 a. m. 
by the Chairman, Dr. J. H. Gressette. Members 
present were: Drs. Cain, Wyatt, Workman, Wilson, 
Stokes, Waring, Evatt, Burnside, Scurry, Booker, 
Brewer, Perry, Eaddy, Gressette, Weston, and John- 
son. 

The minutes of the meeting of October 26, 1960 
were corrected to show that Council had previously 
approved appropriations of $500.00 and $800.00 for 
the Benevolence Committee, and were then approved. 

The Treasurer's report for the year 1960 was pre- 
sented by Dr. Stokes and accepted with the thanks 
of Council. On his recommendation, Council author- 
ized the Committee on Investment to proceed with 
the investment of $10,000 of last year’s surplus, giv- 
ing the Committee power to act in this regard. 

Dr. J. P. Cain, Jr., President of the Association, 
suggested that the Chairman of Council be author- 
ized to appoint a three man committee to study the 
possibility of providing scholarships, grants or loans 
to needy medical students and interns. He also sug- 
gested the appointment of a similar committee to 
study the salary scale of all employees and paid 
officers of the Association. Council approved both of 
these suggestions, referring them to the House of 
Delegates for appropriate action. 

Dr. Cain then brought up the question of biennial 
reregistration of physicians, and noted that the Aiken 
County Medical Society had given considerable 
thought and study to this matter and had prepared a 
substitute resolution for presentation to the House of 
Delegates. Dr. Poda and Dr. Hamilton appeared be- 
fore Council, presented their resolution, and spoke 
in its behalf. Council took no action in this matter, 
referring it to the House of Delegates. 


The Secretary then presented his report which was 
received as information. 


Dr. Cain reported to Council that a Committee had 
met with the Department of Public Welfare regarding 
proposals for implementation of the Kerr-Mills Bill, 
and that some members of this committee had like- 
wise appeared before the Ways and Means Committee 
of the House of Representatives in its behalf. 


Dr. Henry W. Moore, Chairman of the Committee 
on Accident Prevention, presented the report of his 
committee to Council along with certain proposals 
for safe driving measures. These included visual tests 
for driver reregistration, and participation in the 
Cornell medical study as to the cause of accidents so 
that data would be available to make cars safer. A 
lively discussion ensued, with Dr. John Brewer pre- 
senting comments against the acceptance of this re- 
port, and Dr. William Weston, Jr., arguing in its 
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favor. A motion to table was lost, and on motion of 
Dr. Weston, Jr., Council accepted and approved the 
proposals by a vote of ten to four. 

Dr. J. P. Cain moved that the Secretary be directed 
to send a telegram to the Speaker of the State House 
of Representatives, noting that the Council of the 
S. C. M. A. unanimously opposes the passage of the 
“eclectic” medicine bill up for third reading in the 
House. This motion was passed, and the Secretary 
proceeded as directed. 

Dr. Cain then presented a resolution to change the 
By-Laws, so that the Committee on Scientific Pro- 
gram should consist of three members, one appointed 
for a one year term, one appointed for a two year 
term, and one for a three year term, with succeeding 
appointments for three years, so that some continuity 
of membership on this committee would be effected. 
It was moved that Council recommend the passage 
of this resolution to the House of Delegates and this 
was carried. 

Dr. Cain suggested approval of another change in 
the By-Laws, to establish an Advisory Committee to 
the Department of Public Welfare. This Committee 
would consist of nine members, one from each 
District of the Association, three members to be ap- 
pointed for a one year term, three members for a two 
year term and three members for a three year term, 
with subsequent appointments for three years. It 
would be the duty of this Committee to consider, 
when requested, any matters concerning the practice 
of members of the Association involving patients 
under the auspices of, and programs of the Depart- 
ment of Public Welfare, and to act as a Liaison Com- 
mittee between the Department of Public Welfare 
and the South Carolina Medical Association. This was 
likewise approved as the recommendation of Council 
to the House of Delegates. 

Dr. C. W. Wyatt then spoke on Civil Defense, and 
suggested the appointment of a Committee on Emer- 
gency Medical Care. This committee would consist 
of five members, nominated by Council and elected 
by the House of Delegates, one for a one year term, 
one for a two year term, one for a three year term, 
one for a four year term and one for a five year term, 
with subsequent appointments for five years; the Com- 
mittee would be charged with responsibility for study, 
planning, and advising the Association with respect 
to the medical phases of civil defense and disaster 
medical care preparedness, and to act as a liaison 
body between the medical profession of South Caro- 
lina and the Director of Civilian Defense. Council 
approved this as a recommendation of Council to the 
House of Delegates. 

Dr. William Weston, Jr., acting chairman of the 
Committee on Civil Defense, then presented his re- 
port covering certain aspects of Civilian Defense and 
suggesting that the County Health Officer be placed 
in charge of each emergency hospital. This report was 
received as information and the Secretary was 
directed to send it to the Committee on Emergency 
Medical Care for consideration. 
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Dr. William Weston, Jr. then spoke on the pro- 
posed adoption bill, Dr. Cain reported that the 
Legislative Committee had approved this proposal. 
It was then approved by Council. 

Dr. J. I. Waring gave his report as Editor of the 
Journal which was received as information with the 
thanks of Council. He then spoke in his capacity as 
Director of Public Relations and the activities of this 
department, which was likewise received as informa- 
tion. 

Dr. G. D. Johnson then presented his report as 
President of the South Carolina Medical Care Plan, 
which was received as information. 

Dr. A. F. Burnside presented to Council a recom- 
mendation to investigate the feasibility and prac- 
ticality of establishing a First Aid Center at the State 
House while the Legislature is in session. It was 
moved that this matter be referred to the House of 
Delegates with the recommendation that an ad hoc 
committee be established for this purpose. 

Dr. J. H. Gressette then presented a report from 
Dr. Thomas Parker regarding the publication “The 
Challenge to Socialism” which requested financial 
support. It was moved to call this to the attention of 
the House of Delegates and suggest that Dr. Parker 
be asked to present the matter directly to the House. 

Dr. Gressette spoke on the implementation of a 
Charleston County resolution adopted last year, 
establishing District Committees to serve as a medi- 
cal fact finding committee in all cases of alleged pro- 
fessional negligence. 

Dr. Gressette then presented the report of the 
Mediation Committee with recommendations which 
were accepted and approved. 

The Secretary brought up the question of defray- 
ing the expenses of a Delegate from the Medical Col- 
lege to the Annual Meeting of the Student AMA; on 
motion Council directed that the Association be re- 
sponsible for the expenses of one delegate each year, 
in the same amount as is covered by the Medical 
College for the expenses of a second delegate. 

Dr. J. M. Brewer spoke on the necessity for early 
information regarding pending legislation to all con- 
cerned, and Dr. Burnside suggested that the Execu- 
tive Secretary be directed to notify every member of 
Council, in addition to county secretaries, when any 
controversial legislative action is expected. Council 
approved these recommendations. 

Council was then adjourned at 1:15 p. m. 

Respectfully submitted, 
Robert Wilson, M. D., Secretary 


Minutes of Council Meeting 
April 26, 1961 

Council reconvened at 8:30 a. m. on April 26, 1961. 
The meeting was called to order by the Chairman, 
Dr. Gressette. Members present were: Drs. Wyatt, 
Wilson, Waring, Weston, Johnson, and all members 
of Council. 

Mrs. George Smith, President of the Woman’s 
Auxiliary to the South Carolina Medical Association, 
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appeared before Council and gave her annual report. 

Dr. W. A. Smith, Chairman of the Benevolence 
Committee, gave his report to Council on the activi- 
ties of his committee, and requested an appropriation 
of $1000.00 for the next year. 

Council then approved the nominations of the 
following, to be presented to the House of Delegates. 
For Treasurer, Dr. J. Howard Stokes. For member of 
the Benevolence Fund Committee, Dr. T. G. Gold- 
smith. For the Mediation Committee, Second District, 
Dr. G. A. Poda of Aiken and Dr. W. H. Bridgers of 
Richland; Fifth District, Dr. Halsted Stone of Chester 
and Dr. I. Ripon LaRoche of Camden; Eighth 
District, Dr. Henry Gibson of Barnwell and Dr. James 
Wells of Orangeburg. For the Committee on Emer- 
gency Medical Care, one year term, Dr. William 
Herbert of Spartanburg; two year term, Dr. Charles 
May of Bennettsville; three year term, Dr. Graham 
Shaw of Columbia; four year term, Dr. Robert Solo- 
mon of Moncks Corner; five year term, Dr. Raymond 
Ackerman of Bethune. 

Council was then adjourned. 

Respectfully submitted, 
Robert Wilson, M. D., Secretary 


Minutes of Council Meeting 
April 27, 1961 

Council reconvened at 8 a. m. on the morning of 
April 27, 1961. Dr. J. H. Gressette presided; mem- 
bers present were Drs. Cain, Eaddy, Perry, Thomas, 
Burnside, Waring, Brewer, Fleming, Wyatt, Scurry, 
Evatt, Booker, Workman, Wilson and Mr. M. L. 
Meadors. 

Council directed that the Executive Secretary, the 
President, and the Chairman of Council be given 
authority to proceed with making arrangements for 
the next Annual Meeting of the Association, prefer- 
ably at Myrtle Beach, S. C., the second week in May 
1962. These officers of the Association were given 
power to act in this regard. 

The following were elected as officers of Council: 
Chairman, Dr. John M. Brewer; Vice-Chairman, Dr. 
A. F. Burnside; Clerk, Dr. W. L. Perry. 

A motion to support Dr. Charles Wyatt in his work 
as President of the Association during the coming 
year was adopted unanimously. 

Council then adjourned, to be called again for the 
fall meeting at the call of Chairman. 

Respectfully submitted, 
Robert Wilson, M. D., Secretary 


ALUMNI ASSOCIATION OF THE 
MEDICAL COLLEGE 


At the annual meeting of the Alumni Association 
held in connection with the recent meeting of the 
South Carolina Medical Association, the following 
officers were elected: 

Dr. Henry F. Ross, Greenville, president 
Dr. Charles B. Hanna, Spartanburg, vice-president 
Dr. John May, Bennettsville, president-elect 


Directors 
Ist district—Dr. Warren S. Smith, Walterboro 
4th district—Dr. Basil Manly, IV, Greenville 
7th district—Dr. James E. Bell, Jr., Sumter 
Executive Council — House of Delegates 
Dr. John M. Brewer, Kershaw, chairman 
Dr. Alfred F. Burnside, Columbia, vice-chairman 
Dr. William L. Perry, Chesterfield, clerk 
Committee on Emergency Medical Care 
Dr. William C. Herbert, Jr., Spartanburg—1l-yr. term 
Dr. Charles R. May, Bennettsville—2-yr. term 
Dr. J. Graham Shaw, Columbia—3-yr. term 
Dr. Robt. S. Solomon, Moncks Corner—4-yr. term 
Dr. Raymond E. Ackerman, Bethune—5-yr. term 


HAZARDOUS SUBSTANCES 


The United States Congress on July 12, 1960 
enacted the Federal Hazardous Substances Labeling 
Act which will be handled by the Food and Drug 
Administration. This law requires manufacturers to 
label household substances which are toxic by in- 
gestion, inhalation, or absorption; corrosive; irritant; 
strong sensitizers; flammable; radioactive (if named 
by regulation), or pressure generators, if such articles 
may cause injury or illness from customary or reason- 
ably foreseeable use, including ingestion by children. 
The law will not allow the importation of improperly 
labeled chemicals but does not cover exportations. 

This law for the protection of public health would 
not go into effect for six months after passage, or up 
to 18 months if the Secretary of Health, Education 
and Welfare preferred to delay it that long. 

This new law is an indirect outcome of the Acad- 
emy of Pediatrics sponsorship of Poison Control 
Centers. 


The Lancaster Future Doctors Club 

In the effort to interest promising boys in the study 
of medicine, Future Doctors Clubs have been formed 
in a number of places. Mrs. Esther Touchberry, 
superintendent of the Marion Sims Memorial Hospital 
at Lancaster, has been kind enough to furnish The 
Journal with some notes on the method of organiza- 
tion there. It is hoped that similar efforts may be de- 
veloped in other hospitals. 

In the Spring of 1959, just about 6 months after 
the activities of the Future Nurses Club and the 
Junior Gray Lady Corps were recognized throughout 
the community, a few High School boys went to the 
Director of Red Cross and asked if there were some 
similar program that could be worked out for them. 

For the first class, only two boys showed up. By 
the next summer, seven additional boys attended 
classes which were given in the classroom in the 
Nurses Home and were assigned regular duties at 
regular hours during the summer months in the hos- 
pital. 

These classes consisted of simple nursing pro- 
cedures, like baths, TPR’s, serving trays, cleaning 
units, ethics, and personal hygiene. Orientation classes 
were given in the Emergency Room and on the male 
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ward. The boys were assigned to work 3 days each 
week for 4 hours each day. They were allowed to 
wear white jeans and shirts with the Red Cross in- 
signia on the sleeves. 


Most of these boys are seriously interested in 
studying medicine. The staff physicians have taken a 
keen interest in the work these boys are doing. We 
have problems at times with the physicians wanting 
to take the boys to places in the house other than 
where they have definitely been assigned. 


The boys must have classes before coming on the 
halls. They must have definite chores assigned, and 
they must have definite days and hours on which to 
report. We try to arrange this so that the Director of 
Volunteers can always supervise their activities. 


When school began in September, 1960, the Future 
Doctors Club was added to the list of clubs at the 
Senior High School. It is combined with the Future 
Nurses Club, under the direction of the Education 
Director of the Hospital. These clubs meet the first 
Wednesday of each month at 8:30 A. M. for 45 
minutes at a permanently assigned location. 

The program this year is “Our Community Health 
and Safety.” 

Guest speakers have been invited, and the stu- 
dents’ programs thus far have been: Public Health; 
Civil Defense; First Aid; Safety (a movie). 

The following observances are important: 

Definite Assignments (not free to run over the house ) 


Definite hours (cannot come when they have nothing 
better to do. ) 

Definite days (must plan a month ahead—according 
to activities and schedules at home) 

The parents are very pleased to have the boys do 
this work. In fact, one man, who is a Board Member, 
paid his grandson for all of the time he spent in the 
hospital. He and the parents thought this was a far 
better way to spend vacation than in a car or bum- 
ming around town. 

At the present time, there are seven boys in this 
club. Requirements are: 

Junior or Senior in High School 
Consent of parents and Guidance Counselor 
Scholastic average of 85. 

Our local Executive Director of the Red Cross was 
the first person these boys approached, and, for that 
reason, we have cooperated with the Red Cross to 
the extent of using the Red Cross insignia for the 
uniforms. Other than Red Cross orientation classes, 
the club is actually a High School club, and functions 
exactly as the Future Nurses Club. No doubt, it would 
have been better to have had this club sponsored by 
the Medical Auxiliary, but, at the time the boys be- 
came interested, the Medical Auxiliary had not then 
assumed the role of sponsorship for the Future Nurses 
Club. 

One former member of our Future Doctors Club 
entered Pre-Medical School last September. At least 
two members in the present club will enter Pre- 
Medical School this September. 


“I wish you'd show more confidence in our facili- 


ties, Mr. Peabody 
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Pennsylvania Commissioner Tells 
Blue Shield To Loosen Ties With 
State Medical Society 


HARRISBURG, PA. — Three years ago the in- 
surance commissioner of Pennsylvania, Francis R. 
Smith, stunned Blue Cross and hospitals here with an 
adjudication that told them in specific terms what to 
do about overutilization — or else. 

At the time, there were few cheers for his efforts. 
Caught off balance by this public declaration, pre- 
payment and association executives across the country 
instinctively ducked and threw the first rocks they 
had handy. Amidst denials that there was proof of 
overutilization and charges that the commissioner had 
exceeded his authority, Blue Cross and hospitals here 
followed orders and, among other things, established 
review committees on hospital admissions and length- 
of-stays at a time when such committees were curi- 
osities, like whooping cranes. The result has been an 
impressive program against overutilization that has 
been adopted in many other regions. 

Last month Commissioner Smith dropped the other 
shoe, and it landed squarely on Blue Shield. Moving 
in where most laymen fear to tread, he issued a new, 
sternly worded adjudication that, in the words of one 
Pennsylvania official, “made his Blue Cross adjudica- 
tion look like a pat on the back.” 

The occasion was a request for an increase of 26.1 
per cent in subscription rates for Blue Shield (Medi- 
cal Services Association of Pennsylvania) surgical and 
medical-surgical coverage plans. The commissioner 
cut the increase to 21.3 per cent and then approved 
it, but not before lashing out at abuses of Blue Shield 
benefits and weaknesses in the organization’s structure. 
Alarmed by dangers he saw in the close ties between 
Blue Shield and doctors, the commissioner recom- 
mended that the state law be amended so that it will 
no longer be necessary to have a majority of physi- 
cians on the board of Blue Shield. 

“Blue Shield is not the doctor's plan, it is the pub- 
lic’s plan,” he wrote. 

At present, he noted, Blue Shield is “more re- 
sponsive to the views of doctors and the views of the 
Pennsylvania Medical Society than to the views of 
any other group.” 

The subordination of initiative and policy by Blue 
Shield to the medical society, he warned, is sympto- 
matic of a serious condition that will hinder Blue 
Shield plans in meeting what he described as “the 
greatest challenge of their history.” 

In addition to paying attention to physicians in- 
stead of the public, Blue Shield has also failed to meet 
its responsibilities in eliminating overutilization of 
services, according to Mr. Smith. 


BLUE CROSS... BLUE SHIELD 


The commissioner disputed the claim of Blue Shield 
attorneys that the kind of activity would be illegal 
for the Plan because it would restrict the right of doc- 
tors to practice. “It is my firm conviction,” he wrote, 
“that within the framework of the legal advice re- 
ceived by Blue Shield, and within the framework of 
the law under which Blue Shield operates, there is 
ample latitude for Blue Shield to do much more than 
it has in cooperating with Blue Cross plans, medical 
societies, hospitals and the public in lessening un- 
necessary utilization of Blue Shield services. With the 
exception of diagnostic and emergency services pro- 
vided in doctors’ offices, practically all Blue Shield 
services are rendered in hospitals. If unnecessary 
hospital utilization is reduced, it should follow that 
a substantial amount of unnecessary utilization of 
Blue Shield services would also be reduced. It is 
therefore of the greatest interest to the public and 
to the Pennsylvania Blue Shield plan that unnecessary 
use of hospital facilities be eliminated wherever it 
exists. I strongly believe that greater accomplishments 
in this effort can be made if Blue Shield places its 
moral and active support behind the medical review 
committees established through the cooperation of 
Blue Cross plans and the medical societies. Furnishing 
of statistical data in the form of pure statistics to 
such review committees without resort to names of 
patients or doctors may be helpful to them in their 
review work. The formulation of such objective data 
would in no way consider a restriction on doctors as 
to ‘methods of diagnosis or treatment.’ ” 

Commissioner Smith then put bite into his ac- 
cusations by backing them up with six specific orders 
—including one that directed Blue Shield in Penn- 
sylvania to submit quarterly reports to him sum- 
marizing its progress in fulfilling these orders. 

In his adjudication, the commissioner also rejected 
a Blue Shield request for a higher fee schedule on the 
grounds that Blue Shield had not demonstrated “by 
concrete evidence that such changes are proper and 
reasonable.” 


Referring to testimony submitted at the hearing 
preceding the adjudication, Mr. Smith pointed out 
that the “chairman of the fee schedule committee 
stated with respect to the changes proposed for radia- 
tion therapy that he did not know how the proposed 
new fees were arrived at by the roentgenologists and 
that he would take no responsibility for these fees 
being appropriate and fair.” 

This statement led the commissioner to a rhetorical 
question: “If the chairman of Blue Shield’s fee sched- 
ule committee cannot personally vouch for the fair- 
ness of a fee submitted to me, how can I vouch for it 
before the general public of Pennsylvania?” 
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Another point that apparently annoyed the com- 
missioner was the contention of Blue Shield that fee 
schedule revisions “must be accepted by me where 
there is no medical testimony contradicting their 
reasonableness.” 

“If this is true,” he wrote, “I could never reject any 
proposed fee until I, as insurance commissioner, had 
elicited and obtained medical testimony challenging 
its reasonableness. Furthermore, I would doubt the 
readiness of many doctors to testify against the 
reasonableness of fees worked out by Blue Shield and 
committees of the state medical society. This fact was 
very evident when the state medical society rejected 
an opportunity to have a representative appear at 
these hearings for the very purpose of testifying upon 
the reasonableness of proposed fees. If, as Blue Shield 
contends, a proposed fee must be accepted when not 
contradicted by medical testimony, it would not be 
the insurance commissioner who would be empowered 


to approve or repect proposed fees, but rather, it 
would be the medical profession. This interpretation 
I must summarily reject as being contrary to the clear 
intent of the Blue Shield Regulatory Act.” 

Although the commissioner requested Blue Shield 
to extend full service benefits to more people “with- 
out regard to their age,” he disapproved the senior 
citizen program submitted by Blue Shield. The trouble 
with the agreement, he observed in another, shorter 
adjudication, was that it was “the same as the stand- 
ard non-group plan with an increase in premium.” 

Taking another jab at the close relationship be- 
tween doctors and Blue Shield, Commissioner Smith 
noted that “the stimulus toward a Blue Shield senior 
citizen program was generated by the Medical Society 
of the State of Pennsylvania,” and “it was apparent 
that no consideration has been given to the special 
needs of older patients with respect to income, bene- 
fits or rates.” 


“You’re Dr. Evans, aren’t you? I never forget a 


face.” 
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“I DO NOT LOVE THEE, 
DOCTOR FELL” 

(Abstracted with permission of The New England 
Journal of Medicine; issue of Sept. 8, 1960) 

So much has been written and broadcast about the 
“public relations” (good or bad) of the medical pro- 
fession by those opposed to the principles espoused 
and represented by organized medicine and also by 
those who strive to improve medicine’s public rela- 
tions that the practicing physician is bedazzled into 
forgetting one simple and essential truth: he is the 
object of this opinion-making or opinion-breaking 
furore, and the success or failure of his antagonists, 
despite the efforts in his behalf by those concerned 
with the public relations of medicine, depends upon 
him. 

No public-relations specialist can accomplish for 
the medical profession what is inescapably the re- 
sponsibility of the physician. The public-relations 
professional can only advise. Films, lectures, exhibits, 
radio and television programs, magazine articles, press 
releases and leaflets are “gimmicks”, the value of 
which is lost (as are the funds used to produce them) 
by the activities and attitudes of the individual physi- 
cians they were designed to extol. 

Literature is filled with sharp barbs aimed at physi- 
cians. Some are painfully delightful, like the anony- 
mous quatrain: 

Three faces wears the doctor; when first sought 

An Angel’s; and a god’s the cure half-wrought; 

But when, the cure complete, he seeks his fee, 

The Devil looks less terrible than he. 

In this regard, however, physicians stand not alone. 
The lawyer, teacher and clergyman have been 
prodded by many a pen. 

As Tom Brown wrote more than two hundred and 
fifty years ago about the Dean of Christchurch: 

I do not love thee, Doctor Fell, 
The reason why I cannot tell; 

But this alone I know full well, 
I do not love thee, Doctor Fell. 

It is a type of criticism that will always be present. 
May physicians never lose their sense of humor or be 
overwhelmed by the eminence of their position! 

What increase in criticism of medicine that has de- 
veloped in the past decade is for the most part 
directed toward organized medicine. 

Organized medicine therefore must continue to con- 
duct public-relations programs designed to inform the 
general public of its stand on vital issues affecting med- 
ical practice, economics, and this country’s future. It is 
naive to think that because organized medicine is 
made up of honorable, dedicated and educated men, 
its viewpoints, no matter how well presented, will be 
universally understood and accepted. Such is not the 
case, and chances are that it will never be; for the 
opposition, too, as strongly dedicated to its cause as 
is organized medicine, conducts vigorous public-rela- 
tions programs. This struggle for men’s minds by con- 


flicting ideologies will not necessarily be won by those 
whose hearts and intentions are most pure. 

The trend toward total socialization of medicine may 
be stopped if the individual physician, instead of 
merely being appalled by what is said and written 
about his profession and critical of his organization’s 
public-relations program for allowing such things to 
be said and written, would look into himself, re- 
evaluate his own economic, civil, moral and ethical 
values, and become his own public-relations agent. 
What reputation the medical profession enjoys, or 
does not enjoy, rests with him. He is the medical pro- 
fession. This basic truth has been repeatedly em- 
phasized by those who direct the public relations of 
the profession. It is a prescription so self-evident and 
simple that it is ignored. 

The physician who complains that public-relations 
programs “aren’t doing the job” for him and or- 
ganized medicine should submit himself to an ob- 
jective self-examination. 

How actively and loyally does he support and 
participate in the organizations representing him on 
a national, state and local level? Can his organiza- 
tion’s public relations be improved without his per- 
sonal participation? Does he help organized medicine 
merely by standing on the side lines offering nothing 
but criticism? 

What are his relations with his fellow physicians? 
Public-relations programs cannot wash interprofes- 
sional linen. 

What are his professional and personal relations 
with his patients, from whom all opinions originate 
and flow? Impersonal care and consideration, un- 
justified high fees and bad manners breed discontent 
and contempt. 


Public relations, like charity, begin at home. 


“Mr. C rich, I’m going to try one more remedy 
— if this fails, I’m afraid your case is hopeless!” 
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THE MONTH IN WASHINGTON 


Washington, D. C_—The American Medical Asso- 
ciation branded as untrue certain statements by 
Abraham Ribicoff, Secretary of Health, Education and 
Welfare, concerning the Administration’s legislative 
proposal to provide medical care for the aged under 
Social Security. 


Dr. F. J. L. Blasingame, A. M. A. executive vice- 
president, presented a point-by-point rebuttal in a 
letter to the more than 500 editors from throughout 
the country after Ribicoff addressed the annual meet- 
ing of the American Society of Newspaper Editors in 
Washington. 


Dr. Edward R. Annis, Miami surgeon representing 
the A. M. A., accused Ribicoff of misrepresenting the 
role of doctors under the administration proposal. Dr. 
Annis answered Ribicoff on a radio-television program 
with Sen. Kenneth B. Keating (R., N. Y.) which was 
taped in Washington. Ribicoff had made the mis- 
representation on an earlier Keating program. 

Dr. Blasingame said Ribicoff’s statement before the 
editors that physicians are not included in the ad- 
ministration proposal, the King bill, “simply is not 
true.” The A. M. A. official pointed out that the bill 
includes interns and residents in teaching hospitals 
as well as pathologists, radiologists, physiatrists and 
anesthesiologists working in hospitals or serving hos- 
pitals’ outpatient clinics. 

“Mr. Ribicoff further claims that the King bill pro- 
vides free choice of hospital physician,” Dr. 
Blasingame said. “The fact is only hospitals signing 
contracts with the federal government would be 
available to patients. If the only hospital in a com- 
munity was not approved by the Secretary of HEW, 
patients in that community would be forced to seek 
hospitalization in some other city. That would not 
afford free choice of hospital. If the patient’s physician 
was not on the staff of the other hospital, the patient 
would be denied free choice of physician.” 

Dr. Blasingame also disputed Ribicoff’s contention 
that the King bill is not socialized medicine. 

“By common definition, any scheme which calls 
for a system of compulsory health care which is ad- 
ministered, financed, and controlled by the federal 
government is socialized medicine for that segment 
of the population it serves.” 

Rep. Walter H. Judd (R., Minn.) who is a physi- 
cian, was quoted as one of a number of House and 
Senate members who agree with the A. M. A.: “The 
public has been led to believe that they can get gov- 
ernment financing without government control and 
ultimate government operation of medical services. 
It is naive for anyone to believe that Congress will 
take the people’s money away from them through 
taxes and then allow the money to be spent by some- 
one else without the Congress maintaining its own 
firm control.” 


Pointing out that the nation’s physicians always 
have been in favor of medical care for all regardless 
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of ability to pay, Dr. Blasingame said: 

“It seems strange to us that Mr. Ribicoff continues 
to lobby for the King bill while completely ignoring 
the Kerr-Mills law, passed by Congress last year with 
strong support by the nation’s physicians. 


“The Kerr-Mills Law enables the states to guar- 
antee to every aged American who needs help the 
health care he requires. And the states are imple- 
menting the law with unprecedented swiftness.” 


Dr. Annis pointed out on the radio-television pro- 
gram that “doctors would work for the government 
by working for the hospitals under contract to the 
government.” He said those doctors would work 
“under rules, regulations and controls prescribed and 
laid down” by the HEW. 


PHYSICIANS’ RETIREMENT 


A new bill to encourage physicians and other self- 
employed persons to set up their own retirement 
plans started through Congress with approval of the 
House Ways and Means Committee. 


Bearing the same number, H. R. 10, as a similar 
bill which died in Congress last year, the new meas- 
ure would permit a self-employed person to defer 
taxes on income placed in a private retirement pro- 
gram. The special treatment would be limited to 
$2,500 or 10 per cent of income each year, whichever 
is smaller. 


Such income could be invested in qualified pension 
trusts, annuity programs, profit-sharing plans or a 
new type of non-transferable government bond re- 
deemable when the individual reaches retirement age 
or suffers disability. 


An individual could start drawing benefits at age 
59%, or earlier in the case of disability. A self- 
employed person would have to start drawing bene- 
fits by age 70%. 


If a self-employed individual had more than three 
employees, he would be required to set up pension 
plans for them before he could benefit himself. 


The number of persons in South Carolina with 
health insurance reached a new high of 1,391,000 at 
the end of 1959, the Health Insurance Institute has 
reported. This was an increase of 5.6 per cent over 
the 1958 year-end total. 

The survey of reports from insurance companies, 
Blue Cross-Blue Shield and other health care plans, 
disclosed that the number of persons in the state with 
hospital expense insurance increased by 74,000 dur- 
ing the year to reach a total of 1,391,000 at the end 
of 1959. 

The number of persons with surgical expense in- 
surance climbed from 1,070,000 at the end of 1958 
to 1,164,000 at the end of last year. Persons protected 
by regular medical expense insurance, which helps pay 
for doctor visits for non-surgical care, increased from 
377,000 to 464,000. 
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“Announcements 


DUKE UNIVERSITY MEDICAL CENTER 

Duke University Medical Center for the third con- 
secutive year offers a Post Graduate Medical Course 
to be held at Morehead City July 17-22. The program 
has been designed primarily for the generalist; how- 
ever, ample information will be presented to make it 
instructive for the specialist. The day’s program be- 
gins at 8:30 a. m. and ends at 1:30 p. m. in order 
that the afternoons will be free for recreational 
activities. 

1. All meetings will be held at the Morehead-Bilt- 
more Hotel, Morehead City, North Carolina. 

2. Accommodations for some of the attending phy- 
sicians and their families will be available at the 
Morehead-Biltmore Hotel (single $6.00-$8.00, double 
$8.00-$10.00, twin $11.00-$14.00, without meals). 
For those who prefer accommodations elsewhere and 
for those who apply late, space can be obtained in 
the Morehead City-Beaufort-Atlantic Beach area. Re- 
quests for all accommodations should be made directly 
to the MANAGER, Morchead-Biltmore Hotel. 

8. Registration for the course should be made as 
soon as possible. Registration fee of $40.00 is payable 


in advance. Limited to 100 participants. 

4. The Faculty cordially invites each participant 
and his wife to a Social Hour at 5:30 p. m., Monday, 
July 17 at the Morehead-Biltmore Hotel. 

5. This program is approved for 30 hours, Category 
I, Post Graduate Education, required by the 
A.A.G.P. 


OBSTETRIC - PEDIATRIC SEMINAR 


The 11th Annual Postgraduate Obstetric-Pediatric 
Seminar which is sponsored by the Maternal and 
Child Health Divisions of the State Health Depart- 
ments and the Maternal Health Committees of the 
State Medical Associations of Georgia, Florida, Ala- 
bama, Mississippi and South Carolina is scheduled to 
be held August 17-18-19, 1961. Headquarters will be 
at Colonial Inn, St. Petersburg Beach and reservations 
should be made as early as possible. The Seminar is 
approved by the American Academy of General Prac- 
tice, 15 hours Category I. 

Hilla Sheriff, M. D., Director 
Division of Maternal and Child Health 


Carolina 


graduate medical education. 


Write to: Dr. L. V. Jowers 
1634 Taylor Street 
Columbia, S. C. 


RECENT ADVANCES IN CORONARY DISEASE 
A Symposium 


Under the Auspices of the Association of General Practitioners of Central South 
Carolina and the Division of Postgraduate Education of the Medical College of South 


COLUMBIA HOTEL, COLUMBIA, SOUTH CAROLINA 
JUNE 27, 1961, 6:30 P. M. (SHARP) TO 10:30 P. M. 


Refreshments and Dinner 8:00 to 9:00 P. M. ($3.00) 
Discussion 9:00 to 10:30 P. M. 


FACULTY: From the Medical College of South Carolina: 
Dr. H. R. Pratt-Thomas, Professor of Pathology 
Dr. J. M. Stallworth, Assistant Professor of Surgery 
Dr. Edwin Boyle, Associate in Medicine 
Dr. Dale Groom, Assistant Professor of Medicine, Moderator 
GUEST SPEAKER: 
Dr. A. Calhoun Witham, Associate Professor of Medicine, Medical College of Georgia 


Approved for 3-% hours credit, Category 1, by the Academy of General Practice. This 
presentation is supported by a grant from Merck, Sharp and Dohme Company for post- 
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News 


STATE BOARD OF MEDICAL EXAMINERS 
OF SOUTH CAROLINA 
COLUMBIA, SOUTH CAROLINA 


The State Board of Medical Examiners of South 
Carolina held a meeting on April 26th at the Francis 
Marion Hotel, Charleston, South Carolina, to inter- 
view applicants for a medical license by endorsement 
of credentials. Eight physicians were licensed to prac- 
tice in South Carolina. They are as follows: 

Dr. James A. Amlicke is a 1959 graduate of Cornell 
University Medical College. He is licensed in 
Michigan and also has a National Board certificate. 
Dr. Amlicke is currently a Flight Surgeon with the 
U. S. Air Force. He is stationed at the Charleston 
AFB where he will be for the next two and a half 
years. 

Dr. William S$. Cheek, a graduate of the University 
of Louisville School of Medicine (°50), is presently 
an assistant professor of Pathology at the University 
of Tennessee. He is licensed in Mississippi. Dr. Cheek 
will be a Pathologist at the Spartanburg General 
Hospital after June Ist. 

Dr. Grady S. Clinkscales, Jr. graduated from the 
Emory University School of Medicine in 1956. He is 
licensed in North Carolina and Minnesota. Dr. Clink- 
scales is from Anderson. He is presently in residency 
training (Orthop.) at the Mayo Foundation in 
Rochester, Minnesota. 

Dr. Elmer E. Hague, Jr. is a 1957 graduate of the 
Medical College of Georgia and he is licensed in 
Georgia. Dr. Hague has been at Spartanburg General 
Hospital for the past three years as a resident in Sur- 
gery. After July Ist he will have an office on Catawba 
Street in Spartanburg. 

Dr. Joseph K. Newsom, a graduate of Tulane Uni- 
versity School of Medicine (’60), is licensed in 
Louisiana. He is currently serving his internship at 
McLeod Infirmary. Dr. Newsom will begin General 
Practice after July Ist in Cheraw. 

Dr. Paul K. Perkins graduated from the University 
of Chicago—Rush Medical College in 1932. He was 
in the Regular Medical Corps of the Navy for thirty 
years. He is trained in Surgery and his last assign- 
ment was at the U. S. N. Hospital at Beaufort. Dr. 
Perkins has been in Industrial Medicine with the 
Springs *. tton Mills in Chester since the first of the 
vear. 

Dr. Howard P. Snyder is a 1938 graduate of McGill 
University School of Medicine. He is licensed in New 
Jersey, New York, and Canada. Dr. Snyder served 
a residency in Ophthalmology at St. Luke’s (N. Y. C.) 
‘40 to 47. He is in practice in Westfield, N. J. 
presently and is undecided when and where he will 
locate in this state. 


June, 1961 


Dr. George C. Strozier graduated from Emory 
University School of Medicine in 1946 and has a 
Georgia license. He had residency training in Psy- 
chiatry at Bowman-Gray and Warren State Hospital 
(Pa.). Formerly at Milledgeville in Georgia, he is 
presently in practice at the South Carolina State 
Hospital. 


Two physicians, Dr. Charles Hinnant and Dr. 
Walter Gilliard will move to Anderson and begin 
practice July 1 in the new medical office building 
being constructed on the 1400 block of North Fant 
Street. Dr. Hinnant, a native of Bamberg, now lives 
in Spartanburg. Dr. Gilliard is a native of the Pierce- 
town community of Anderson County. 


Callis J. Anderson, M. D. announces the removal 
of his offices to 733 North Church Street, Spartan- 
burg, S. C. 


Dr. Anderson’s practice is limited to Ophthalmology. 


John C. Bonner, M. D. announces the removal of 
his office from 96 Rutledge Avenue to 4 Avondale 
Avenue (Avondale Shopping Center) Charleston, for 
the practice of Pediatrics. 


50 DOCTORS CERTIFIED SPECIALISTS 
Advanced Training Course Completed 


More than 50 South Carolina doctors have com- 
pleted advanced training courses and have been 
awarded certificates as specialists. 

Certification by one of the 18 American examining 
boards is granted only after a series of rigid qualifica- 
tions are met. 

South Carolina physicians earning certificates in- 
clude: 

Vincent Hyams, Jr., Aiken; Charles H. Browne, 
Anderson; Jennings K. Owen, Jr., and William D. 
Wilfong, both of Bennettsville; James H. Boyers and 
Ronald W. Glover, both of Beaufort; Kenneth J. Boni- 
face, Laurie L. Brown, John F. Buse, Jr., Charles M. 
Callis, Walton L. Ector, Barney L. Freeman, Jr., J. 
Ivester, Elias F. Lawandales, Carter P. Maguire, 
Jack W. Rhodes, James P. Semmens, Lawrence A. 
Shapiro, Eugene Y. Smith, Jr., Richard B. Speaker, all 
of Charleston. 

Also, Ezra K. Aycock, L. W. Blackmon, Bartlette 
Cheatham, Roger W. Cole, Daniel W. Davis, Jr., 
Shephard N. Dunn, Philip W. Fairey, Jr., Robert W. 
Gibbes, Gustaf M. Gudmundson, Ambrose Hampton 
Gonzales, Jr., Charles A. James, Harry Boatwright, all 
of Columbia. 
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Also, William J. Goudelock, Emsley; Earl R. Jones, 
Florence; James E. Sams, Fort Jackson; James W. 
Forrester, Robert O. Jones and Robert L. Lumpkin, 
all of Georgetown; James H. Arnold, John D. Ash- 
more, Jr., Clarence M. Easley, George M. Grimball, 
Sam M. King, William M. Madden, John S. Mc- 
Cutcheon, Jack M. Vander Wood, Frank R. Wreen, 
John E. Zeliff, all of Greenville. 

Also, James C. Parke, Jr., Hartsville; William F. 
Dukes, Henry F. Frierson, Hugh E. Smith, all of 
Orangeburg; William B. Ward, Jr., Rock Hill; Joseph 
J. Claro, Shaw Air Force Base; Kohn E. Keith, Sam- 
uel P. Fleming, Edward C. Frank, all of Spartanburg; 
William C. Pearcy, Walterboro, and William S. Lyles, 
Winnsboro. 


DR. BANOV HONORED BY HEALTH GROUP 


Dr. M. U. Dantzler of Charleston was elected presi- 
dent of the South Carolina Association of Public 
Health Physicians at a medical section meeting held 
in conjunction with the 38th annual meeting of the 
SCPHA. 

Other officers elected included Dr. Hilla Sheriff 
of Columbia, vice president, and Dr. L. A. Nimmons 
of Bishopville, secretary and treasurer. 

A plaque was presented to Dr. Leon Banov of 
Charleston, who will retire next month after nearly 
50 years of public health service. 

C. C. Moore of Columbia was elected president 
of the sanitarians, another section group of the 
SCPHA. 


Dr. H. M. Eargle of Orangeburg attended a meeting 
of more than 4,000 family doctors in the Miami 
Beach, Fla., Convention Hall in the Spring. 


Dr. A. Richard Johnston of St. George, S. C., was 
elected first vice president of the Association of Sur- 
geons of the Southern Railway System at its annual 
meeting. 

More than 100 physicians from 15 southern states 
attended the three-day scientific meeting which was 
held in Charlottesville, Va. 


Dr. Samuel Thompson Haddock is completing his 
residency at Christie Clinic, Vanderbilt University, 
and will begin practice in Anderson July 1 with his 
father, Dr. S. H. Haddock. 

Dr. James Barham, Jr., a native of Marion, will 
practice in Anderson beginning July 1. He specializes 
in pediatrics. 


Dr. Robert Holman, who practices medicine in 
Elloree in association with Dr. Robert Burnett re- 
cently spoke on “Tuberculosis from the Patient’s View- 
point” at the annual meeting of the Orangeburg 
County Tuberculosis Association of which J. U. 
Dantzler is president. 


SCHOLARSHIP ESTABLISHED 
by Oconee Doctors 


A memorial college scholarship for pre-medical 
students has been established by the Oconee County 
Medical Society. The society will contribute $300 per 
year to a trust fund for the scholarship. 

The recipient would receive $150 semester over a 
four-year period of attendance at an accredited pre- 
medical college. The scholar must maintain a B 
average. 

The society's scholarship committee may select an 
alternate recipient in the event of illness or academic 
default. 

Applicants will be considered on the basis of 
character, scholarship, leadership and financial need. 

The grant was established in honor of deceased 
members of the medical group. Committee members 
are E. L. Shuler of Westminster, Julius Earle of Wal- 
halla and Hugh H. Wells of Seneca, all medical doc- 
tors. 


LANDRUM PHYSICIAN NEARS 
HALF CENTURY OF PRACTICE 


Dr. Russell Walden approaches the half-century 
mark in his service to residents of the upper portion 
of Spartanburg County. 

In 1912, Dr. Walden went to Campobello to begin 
the practice of medicine. He had been graduated 
from Wofford College and then entered the Medical 
College of South Carolina to prepare further for his 
work as a physician. 

After completing his studies at the Charleston 
school, the Spartanburg County native returned to 
his home area to practice. A Fair Forest native, he 
decided to practice at Campobello. The following 
year, he moved to the nearby town of Landrum. And 
he is still there. 

Though he is nearing his 77th birth anniversary, he 
is quite active and ready to go on with the practice 
of medicine as long as he is needed. His hands are 
regarded as steady and sure as ever and his eyes 
bright and keen as he approaches his 50th year in the 
profession. 

And in nearly 50 years of practice, Dr. Walden has 
yet to send out a bill for services to patients over a 
wide area in Spartanburg County and outside. 

Many changes have been seen by the Medical Col- 
lege graduate in. his 49 years service. When he began 
his practice, he “carried his drug store in his saddle- 
bags,” as one long-time resident notes. 

And with the nearest hospital some distance away, 
minor and emergency operations were to be performed, 
and at almost any hour of the day and night. With 
the establishment of a hospital at Tryon, N. C., just 
five miles away, and with slowly improving means of 
transportation, the number of these operations that 
had to be done by the local physician decreased. 


288 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


ia 
q 
a 
q 
i 
i 


“Deaths 


DR. HENRY P. WAGENER 


Dr. Henry Patrick Wagener, who was born in 
Charleston in 1890, died in April at his home in 
Rochester, Minnesota. Dr. Wagener was professor of 
ophthalmology for the Mayo Foundation and had 
been ophthalmologist at the Mayo Clinic for 41 years. 

Dr. Wagener received his B. S. from the College of 
Charleston in 1909 and was graduated from the 
Medical College of South Carolina in 1913. He served 
in the U. S. Army in World War I. In 1923 he re- 
ceived an M. S. in ophthalmology at the University 
of Minnesota, in 1926 becoming a consultant in this 
field at the Mayo Clinic and in 1947 Professor of 
Ophthalmology at the Mayo Foundation, University 
of Minnesota. Dr. Wagener was a lecturer, author of 
professional articles, a member of the AMA, American 
Academy of Ophthalmology and Otolaryngology, the 
American Ophthalmology Society and an honorary 
fellow of the South Carolina Medical Association and 
the Charleston County Medical Association. 


DR. B. H. TODD 


Dr. B. Harris Todd, 37, of Bowling Green, Ky., 
died unexpectedly at his home on April 17, 1961. 

He was formerly of Columbia where he was born 
and reared. He graduated from Dreher High School, 
the University of South Carolina and was a cum laude 
graduate of the South Carolina Medical School in 
Charleston. 


DR. H. D. TRIPP 
Dr. Harry Defeau Tripp, 56, a surgeon on the 
medical staff of the South Carolina State Hospital, 
died suddenly in April. 
He was born in Bremen, Ind., June 3, 1904, and 


had been with the State Hospital for the past two 
years. 

Dr. Tripp did pre-medical work at Notre Dame 
and was graduated from Northwestern University in 
medicine. He did graduate work in surgery at the 
University of Pennsylvania, where he also received 
his M. A. degree. 


He was a member of the South Carolina Medical 
Association, the Richland County Medical Society, 
the International College of Surgeons and was a 
Mason. 


DR. C. E. CROSBY 

Dr. Curtis Estes Crosby, 75, of the Abbeville High- 
way, died on April 16 after several months illness. 

Born in Fairfield County, Dr. Crosby was a gradu- 
ate of South Carolina Coeducational Institute in Edge- 
field, attended Atlanta Medical College for two years, 
then transferred to the Medical College of South 
Carolina and graduated in 1910. He was engaged in 
general practice in Blackstock and Great Falls from 
1910 to 1917. 


Dr. Crosby was graduated from the Episcopal Ear, 
Eye, Nose, Hospital in Washington, D. C. in 1918. 
He was associated with Dr. J. W. Jervey, Sr., in 
Greenville until he came to Greenwood in 1919 and 
practiced here until his retirement in 1956. He held a 
number of clinics in the lower part of South Carolina. 

Dr. Crosby was a member of the board of directors 
of the Greenwood Building and Loan Association, 
former president of Greenwood County Medical So- 
ciety, past vice president of Seaboard Airline Railway 
Surgeons Association. He was a charter member of 
the Greenwood Kiwanis club and the Greenwood 
Country Club. 


INFECTIOUS HEPATITIS.—Good evidence is now available that infectious hepatitis can be prevented by 
the intramuscular injection of normal human serum globulin if administered prior to the onset of symptoms and 
signs of the active disease. y-Globulin should be given routinely to all with known heavy exposures and to those 
exposed in the course of an epidemic. It is especially indicated for siblings of children with this disease and for 
others who are chronically ill and have been exposed. For prevention, 0.02-0.04 ml. per kilogram of body weight 
should be given intramuscularly and repeated in 6 weeks if exposure continues. Stokes has recently reported 
prolonged protection following the administration of y-globulin to persons exposed in institutional out- 
breaks. It has been postulated that active immunity may result from an infection rendered inapparent through 
protection by immune globulin—Menzin, A. W.: Treatment in Internal Medicine: Current Immunization 
Methods and Materials, Arch. Intern. Med., 107: 409-429 (March) 1961. 
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“Book “Reviews 


THE STRUCTURE AND DYNAMICS OF THE 
HUMAN MIND by Edoardo Weiss, M. D. Grune & 
Stratton, Inc., New York, 1960. 458 pages. Price 
$8.75. 


This book is more or less a treatise on the general 
subject of the Ego as seen from the strict classical 
Freudian point of view, although it attempts to 
emphasize the rising importance of the “Ego” or 
“Self”. The author substantiates this in his preface by 
stating that it really represents a culmination of his 
close association with Dr. Paul Federin. Dr. Federin, 
who died in 1950, was one of the early followers of 
Freud, who in later years of the association turned 
more and more away from Freud’s failure to consider 
the importance of the central position of the Ego or 
Self in all psychological work. The influence of in- 
stinct, and the forces of the external world, commonly 
referred to as the Super Ego or conscience, which 
were the main forces in Freudian thinking; out of 
which struggle or compromise the Ego arose almost 
as if it were the product itself of some union between 
the instincts and the external social forces. 

In this book Dr. Edoardo Weiss attempts to give 
greater consideration to the basic position of the Ego, 
even though it is not in consonance with the basic 
Freudian concepts. This is brought out in various 
chapters, such as one on the dynamic aspect of the 
Ego, Formulation of the Ego, and Its Functions and 
Divergents, Ego Concept of Psychoanalysis. As_ it 
stated, “Freud was initially deflected from the study 
of the Ego.” He considered psychoanalysis as the 
science of the unconscious, and for a certain time Ego 
psychology did not enter his field of interest. He dis- 
tinguished them from the sexual instincts, but he did 
not go deeper into their analysis. 

The first attempt to develop this early deficiency on 
Freud’s part was by Alfred Adler. His work on “The 
Will to Power” as an attempt to develop the concept 
of Ego-psychology, fell into disrepute shortly there- 
after because of Adler's complete disregard for the 
unconscious. 

Finally, this entire book is most interesting in view 
of its attempt to emphasize the more basic position 
of “Ego feeling or Self-feeling.” Above and apart 
from what most people think of Ego feeling, mainly 
self-assertion, self-striving, self-preservation, and self- 
defense. The emphasis upon more far reaching Ego- 
feeling, which is the hallmark of other schools of Ego- 
psychology, shows clearly the tendency for all schools 
of psychoanalytic thought to come closer in theory 
techniques of their nature and behavior. After all, the 
most penetrating studies of man have been done in 
the past 50 odd years, although man, for some 
thousands of years, in one way or another, has been 
attempting to understand and describe the nature of 


man, thus, it is not remiss to think that the 1960’s and 
1970’s will see an ever-increasing tempo in the ex- 
pansion in both theory and practice in the nature and 
problems of human behavior. 

This book is somewhat technical, but does have an 
overall historical approach, which is somewhat inter- 
esting to read. 

Norton Williams, M. D. 


DOCTOR STRAND, by Boris Sokoloff. Vantage 
Press, Inc. New York. 1960. Pp. 205. Price $3.50. 

An absorbing story lifted out of the ordinary class 
of medical novels by its skillful presentation of ideas 
and its manner of narration. Men of science, engaged 
in cancer research, and the beautiful socialite wife of 
one, who is a mis-fit in their world, come alive as the 
story unfolds. Vividly told, the lives of these people, 
their professional goals, their greed, their weaknesses 
and their love affairs combine to create a rewarding 
literary experience. 


L. S. 


THE HAND — A Manual and Atlas for the Gen- 
eral Surgeon, Henry C. Marble, M. D., F.A.C.S., W. 
B. Saunders Co., Philadelphia, 1960. $7.00. 

This book describes methods of treatment of hand 
injuries as done by Dr. Marble at the hand clinic 
of the Massachusetts General Hospital. It is obvious 
that the author’s first love is anatomy and physiology 
as applied to the forearm and hand. A tab should 
be prominently placed at the approximate mid-point 
of this book labeled “proceed with caution”. The 
proximal half of the book is an excellent atlas of the 
anatomy and physiology of the forearm and hand, 
with many cross-section views taken at various levels 
form the elbow to the fingers. The illustrations are 
well labeled but the author’s method of identifying 
nerves, arteries and tendons is laborious. 


The distal half of the book was written by a sur- 
geon with his own ideas concerning hand injuries and 
infections but many of the procedures are debatable 
at best, such as applying split thickness skin grafts 
to defects of the. tactile surface of the fingers. The 
author recommends trimming off the bone in a finger- 
tip amputation thus making it possible to obtain 
primary closure. No mention is made of the cross- 
finger flap operation for restoring the lost tissue. 


I recommend highly this book to the student and 
house officer for study of the anatomy of the hand 
and arm but surgical procedures would best be studied 
elsewhere. 


Carter P. Maguire, M*D. 
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PROGRESS IN PSYCHOTHERAPY — volume V. 
Edited by Jules H. Masserman, M. D. Grune & 
Stratton, Inc., New York, 1960. 254 pages. Price $8.50. 


This is the 5th annual volume published by the 
Academy of Psychoanalysis, which represents those 
schools or institutions of psychoanalytic thought now 
properly known as neo-Freudians. This fifth volume 
represents the wide range of interests from individual 
contributors and encompasses the overall progress and 
movement of intensive psychological therapy all 
through the world. This volume has a theme which is 
comparable to a well-formed play in four acts. 


The first part of the book deals with a review 
history of the last four years in psychotherapy. The 
next part of the book deals with fundamentals of 
psychotherapy and its relationship to associated drug 
therapy, group therapy, and public health. 


The next part deals with the definite contemporary 
methods of intensive psychotherapy and how it is 
related to the overall psychoanalytic technique. A 
particularly good article in this section deals with the 
overall technical difference between psychotherapy 
and psychoanalysis in a way that brings the two tech- 
niques closer together rather than farther apart. The 
following section deals with special problems such 
as “psychotherapy with executives in industry” and 
other problems such as marital problems, alcoholism, 
criminology, gangs, delinquents and schizophrenia. 
The last part of the book deals with progress of 
psychotherapy behind the Iron Curtain and in Japan 
by members of the Academy who have traveled in 
these areas. 


This is the most dramatic book of its kind written 
and celebrates its 5th year of existence. 


This book is recommended to all practitioners of 
medicine, because it is a thorough and complete re- 
view of general and intensive psychotherapy. 

Norton Williams, M. D. 


INFECTIOUS DISEASES OF CHILDREN, by 
Saul Krugman and Robert Ward, 2nd Edition. C. V. 
Mosby Company, St. Louis 1960. Price $13.00. 


The second edition of this book brings the reader 
up to date on a field which has known some very 
rapid and illuminating progress in the past few years. 
This is particularly true of the many advances made 
in the field of virology. The chapter on enteroviral 
infections is an example of the very valuable informa- 
tion contained, which the reader can otherwise have 
gleaned only from a very thorough reading of many 
medical journals in the past several years. 


The book is written primarily for the clinician and 
detailed laboratory and statistical data are omitted. 
It is well organized and quite readable. While illustra- 
tions are not abundant, simple charts and graphs aid 
in the easy understanding of the material. 

M. J. Jenkins, M. D. 


June, 1961 


SURGERY OF THE ESOPHAGUS by Raymond 
W. Postlethwait, M. D. and Will C. Sealy, M. D. 
Charles C. Thomas, Springfield, Ill. 1961. pp. 482. 
Price $30.00. 


This large volume is the most complete description 
obtainable of surgical lesions of the esophagus and of 
related ancillary disorders. The general surgeon will 
profit especially from the sections on varices with 
portal hypertension, reflux esophagitis and hiatal her- 
nia. Illustrations of diagnostic studies and operative 
procedures are profuse, clear and to the point. Refer- 
ences to the literature number about 3500. From these, 
as well as from the experience at Duke, there are 
numerous tabulations of incidence, method of treat- 
ment and results as well as diagnostic signs. 


The authors properly indicate their own evaluation 
of management from published papers and from the 
results of the Duke Medical Center. The structure of 
the chapters is well arranged so that only a brief index 
is required. The type is easy to read. This book will 
be of great value as a reference work to all surgeons 
dealing with disorders affecting the esophagus. 


Fred Kredel, M. D. 


OFFICE DIAGNOSIS, Paul Williams, M. D., W. 
B. Saunders Co. 1960. Price $12.50. 


This book was conceived by the author “as a new 
approach to the problems of practical office diag- 
nosis”. The innovation in this instance would seem to 
be recognition of the fact that “diagnosis partakes of 
philosophy and art fully as much as it does of 
science”, and inclusion of generous quantities of each 
of these categories (particularly the former) in a text 
for the first time. Symptoms arising from various 
systems are approached in descending fashion, begin- 
ning with certain nonspecific symptoms and moving 
on to include symptoms referable to the skin, the 
head and neck, the chest and its contents, the ab- 
domen, etc. 

The author presents a practical approach to many 
office problems based upon his extensive experience. 
The text is well written and the type and spacing are 
such as to make reading easy. The tone of the 
presentation seems too simplified, however, and 
would seem to be directed to the student more than 
to the practitioner. The discussion, on the other hand, 
is often incomplete particularly regarding differential 
diagnosis, and thus could not be recommended for the 
student. The oversimplification extends to the illustra- 
tions which frequently seem superfluous. Tying to- 
gether the practical tips is an abundance of phil- 
osophy in which no shortage of words exists. 

The text could have been improved while main- 
taining its practicality by choosing fewer subjects and 
covering these in more detail. I would liken this book 
to an ounce of bourbon in a gallon of water; the 
poverty of effect is hardly worth the pain of ingestion. 

Louis P. Jervey, Jr., M. D. 
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HAEMOPOIESIS, CELL PRODUCTION AND 
ITS REGULATION. Ciba Foundation Symposium. 
490 Pages. Little, Brown and Company, 1960. Price, 
$11.00. 

In recent years, a great deal of information has 
been accumulated on the kinetics of the various 
aspects of cell proliferation. The present volume is 
a compilation of work done in many research centers, 
describing the newer techniques and results thereof. 
The symposium was conducted by the Ciba Founda- 
tion, who have published the papers presented. 

The use of tritiated thymidine followed by radio- 
autography has been a tremendous advance in de- 
termining the various pathways of hemopoiesis as 
well as the rate, and its uses and limitations are well 
covered. Humoral factors, primarily erythropoietics, 
are discussed, including their action, sites of produc- 
tion, and methods of assay. Possible explanations as 
to the specific defects in leukemic and polycythemic 
states are presented, and further avenues of research 
suggested. 

This volume is of extreme interest to anyone con- 
cerned with newer aspects of cell regulation, and can 
be highly recommended for an excellent review of the 
techniques now being utilized. Its scope is far apart 
from present clinical concepts, but lays the founda- 
tion now for a much better understanding of hema- 
tological problems in the future. 

Charlton deSaussure, M. D. 


CLINICAL CARDIOPULMONARY  PHYSIOL- 
OGY, Edited by Burgess L. Gordon, M. D., et. al. 
Published by Grune and Stratton, New York, 1960. 
$28.50. 

This is an enlarged second edition of a book 
originally introduced in 1957 under the auspices of 
The American College of Chest Physicians with the 
main objective of setting forth in one volume the 
fundamentals of cardiovascular and of pulmonary 
physiology. Running a thousand pages and 
abundantly illustrated, it is the work of almost a 
hundred contributing authors who for the most part 
succeed well in their objective of summarizing their 
various facets in clear and simple language (though 
a few give perhaps a disproportionate weight to their 
own investigations). About twice as much space is 
devoted to pulmonary as to cardiovascular subjects, 
and physiologic concepts are emphasized throughout 
in keeping with what might be called a general trend 
of clinical medicine in the direction of physiology. 

In part, the treatment of this broad field is quite 
superficial—and _ necessarily so. But many clinicians 
might question the value of, for example, reducing 
the entire field of electrocardiography to only sixteen 
pages or the “Clinical Examination Including History 
and Physical Findings in Cardiovascular Disease” to 
ten, while at the same time devoting far more space 
to “Distribution of Gas and Blood in the Lungs” or 
allocating some twenty-four pages to “Bullous 
Emphysema and Pulmonary Cysts”. On the other 
hand, chapters on “Altitude Physiology”, “Diving 


and Submarine Operations” and “Blast Biology” make 
interesting reading for most of us and are of more 
than academic interest in the era in which we live. 
Even space comes in for mention. 

This book, well documented with extensive 
bibliographies, should not be overlooked by medical 
students and physicians as an excellent encyclopedic 
reference source on pulmonary physiology. 

Dale Groom, M. D. 


MEDICAL ALMANAC 1961-62 compiled by Peter 
S. Nagan, W. B. Saunders Company, Philadelphia, 
1961. $5.00. 

This should be an extremely valuable book for 
anyone who deals with anything beyond the strictly 
clinical side of medicine. It contains a compilation 
of figures and facts on a wide variety of subjects, such 
as death rates, prevalence of certain diseases, costs 
of medical care, income tax rates, visits per person 
per year, physicians population ratio, etc., etc., in- 
cluding practically all the matters for which anyone 
who writes or talks must search in a large number of 
sources. 

It should be on the shelves of every library, medi- 
cal society, hospital administrator and medical writer 
of any sort. What the World Almanac does for general 
information is done in this book for specific medical 
reference. 

JIW 


RYPINS’ MEDICAL LICENSURE EXAMINA- 
TIONS. Edited by Walter L. Bierring, M. D. 9th 
Edition. J. P. Lippincott Co., Philadelphia. 1960. Pp. 
787. Price $11.00. 

For a concise and orderly presentation of the broad 
field of medical knowledge this book remains unique. 
The editor has received the invaluable assistance of 
a distinguished panel of authorities. Dr. R. P. Walton 
of the Medical College of S. C. has ably prepared the 
section on pharmacology as he has done in previous 
editions. 

There has been a general updating of material in 
line with the latest accepted medical advances and a 
complete revision of several sections. As in past edi- 
tions only fundamentals are included. 

To this writer chapter one on Medical Qualifying 
Examinations is of special interest. Dr. Bierring has 
given a clear and scholarly presentation on the goals 
and philosophy of licensure examinations. At the age 
of 92 with 50 years active participation and leadership 
in licensure (and in what field of medicine can not 
the same be said of him?), his wisdom and experience 
shine through. Examiners and examinees can profit 
from what he has written. 

For those preparing for licensing examinations, this 
book is a must. As a general review reference work, 
edited by one of the leading medical figures of this 
generation, it is a valuable addition to any physician's 
library. 

H. E. Jervey, Jr., M. D. 
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Extensive clinical experience in the United 
States and Europe demonstrates that Lomotil 
provides prompt and positive symptomatic con- 
trol of diarrhea. 

Lomotil possesses a highly efficient antiperi- 
staltic action. It controls diarrhea with few or 
none of the undesirable side effects of many 
other commonly used antiperistaltic agents. 

In the control of diarrhea, Lomotil offers 
safety, efficacy and greater convenience. 


DOSAGE: The recommended initial dosage for 
adults is two tablets (2.5 mg. each) three or four 
times daily, reduced to meet the requirements 


June, 1961 


LOwers propulsive 


& Stops diarrhea promptly 


Inconvenient tablet form... 
® 
{BRAND OF DIPHENOXYLATE eyubocmnontek WITH ATROPINE SULFATE) 


MOTILity 


Now an exempt preparation under - 
revised Federal Narcotic Laws 


of each patient as soon as the diarrhea is under 
control. Maintenance dosage may be as low as 
two tablets daily. Lomotil, brand of diphenoxy- 
late hydrochloride with atropine sulfate, is sup- 
plied as unscored, uncoated white tablets of 2.5 
mg., each containing 0.025 mg. (14400 grain) of 
atropine sulfate to discourage deliberate over- 
dosage. 

Recommended dosage schedules should not 
be exceeded. 


G.D. SEARLE «@ co. 


CHICAGO 80, ILLINOIS 
Research in the Service of Medicine 
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HANDBOOK OF MEDICAL TREATMENT. 7th 
Edition. Edited by Chatton, Morgan and Brainerd. 
Lange Medical Publications, Los Altos, California 
1960 $3.50. 

Within the author’s purpose succinctly stated in 
the preface “ . . . is not intended to replace the more 
complete texts and references on clinical therapeutics, 
but rather to provide a readily accessible source of 
material for every day use,” this handbook should 
prove invaluable to the intern in whom the re- 
sponsibility for therapy is usually first invested and 
whose time is certainly at a premium. It would seem 
undesirable for the junior student but of increasing 
value to the senior student who begins to concern 
himself with the therapeutic aspects of medical prac- 
tice. It would seem to be of variable value to the 
practitioner depending on the individual’s interest in 
keeping abreast of clinical therapeutic advances. 

James D. Morgan 


HANDBOOK OF PEDIATRICS, 4th Edition, by 
H. K. Silver, C. H. Kempe, and H. B. Bruyn. A Lange 
Medical Publication, Los Altos, California, 1961. 
$3.50. 

This little reference book has proved extremely 
valuable, as the appearance of its fourth edition 
emphasizes. Containing all of the necessary material 
in brief form for quick reference, it has been used 
with much appreciation by students and practitioners, 
and even by the professor who does not like to be 
caught off base by the knowing student who can 
consult his handbook. 

This book can be well recommended for a general 
use in the field of pediatrics. 

|. LW. 


LIGHT COAGULATION, by Gerd Meyer- 
Schwickerath, M. D. Translated by Stephen M. 
Drance, M. D., C. V. Mosby, St. Louis, 1960. Price 
$9.50. 

Light coagulation is in all probability one of the 
greatest advances made in ophthalmology within the 
past two to three decades. Outside of the use of 
alpha-chymo-trypsin for extraction of cataractous 
lenses, there is probably no other discovery that will 
come close to this in importance. 


The uses of the light coagulator in treatment of 
various conditions of the eye is at the present time 
still in infancy, but it is certain that with the number 
of machines that are scattered across this country and 
in Europe further uses will be made of this rather 
expensive machine. 

This small volume supplies fundamental facts about 
light coagulation of the retina and its application to 
external eye lesions, tumors and vascular prolifera- 
tions. The descriptions on the instruments by the book 
are brief and to the point. Diagrams are adequate and 
the text is fairly readable. 

The author explains the limitations imposed upon 
the use of the photo-coagulator by the type of lesion 
present and by the individual variations in certain 
cases. By no means does he present this machine as 
a panacea for all types of retinal detachments. 

Because of the rather specialized use of this 
machine this book will probably be of interest only to 
ophthalmologists and those doing research work. 

W. W. Vallotton, M. D. 


FOR YOUNG ADULTS ONLY by Frank Howard 
Richardson, M. D. Tupper and Love, New York. 1961. 
Foreword by L. Nelson Bell, M. D. Price $2.95. 

This book for adolescents is just off the press. It is 
one in a series of 12, written by Dr. Richardson, over 
a number of years, which range from volumes on 
Motherhood and Nursing, to those specially directed 
to the problems of childhood, of mental health, ad- 
justment to family life and also those of groups, as in 
school and in communities. 

In the series, each of which is independent, there 
are 2 very valuable books, entitled “For Girls Only”, 
and “For Boys Only.” These quite logically preceded 
this volume, which is for young adults. 

In this frank and easily read, very clear book, the 
author discusses many topics about which young 
people, particularly those at high school and college 
want to be informed. It fills a needed place, for most 
parents and many doctors too can not or will not, 
discuss matters of conduct, such as petting, dating, 
smoking, drinking, automobile driving, traffic fatalities 
and other topics of great importance to the youth of 
today. 

It is remarkable that so much is covered in 21 


W. B. SAUNDERS COMPANY features 


the following recent books in their full page advertisement 


appearing elsewhere in this issue. 


WHITE — CLINICAL DISTURBANCES OF RENAL FUNCTION 


Diagnosis and treatment measures for kidney disorders 


RUBIN — THORACIC DISEASES 


Covers both medical and surgical management 


MAYO CLINIC — DIET MANUAL 


Recent advances in food, vitamin and dietary practice 
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chapters. But far more remarkable is the fact that at 
no time is the young woman or young man preached 
at. Nowhere is there assumed a “holier than thou” at- 
titude. 

Richardson seems to realize, probably from his long 
experience with young people, and also from having 
observed his own five children pass through child- 
hood, reach maturity and parenthood that the transi- 
tion from being a child to an adult is often difficult. 
His children today are scattered all over the globe 
leading useful lives, and are outstanding personalities 
in their chosen fields. The success of his offspring are 


a tribute to him and to his wife. 

The author does not claim that parenthood is at all 
times a simple matter or without considerable care and 
worry, but he thinks that the task is worthwhile. Fur- 
ther he is of the belief that rigid discipline does not 
help. On the contrary, love and understanding are 
essential in parenthood. 

To a doctor, a parent or a young adult, this volume 
should be of great help. Not only does it cover the 
subject well, but its style is attractive. 

R. M. Pollitzer, M. D. 


ESTES SURGICAL 

SUPPLY COMPANY 
Phone JA 1-1700 

410 W. Peachtree, N. W. 


ATLANTA 8, GA. 


SUPPORT 
YOUR 


MENTAL 
ASSOCIATION 


Over Two Dozen Reasons 


More than two dozen time- 
saving conveniences built 
into Hamilton Steeltone fur- 
niture to eliminate annoying 
irritations and save minutes 
. . - provide more efficient 
office hours. Steeltone is de- 
signed with an understand- 
ing of your wants and needs 
. . . constructed to give a 
lifetime of service. 

Let us show you how to ease 
working tensions and make 
your office more pleasant 
for yourself and your pa- 
tients. Stop in to see the 
styling and handsome fin- 
ishes of Hamilton Steeltone 
suites. 


For a feo”: | Steeltone » Room 


The Steeltone Suite — sturdy steel with warmth and style. Gleaming white, or your choice of 
cream, coral, jade green, silver metallic, or Biscayne blue with gray upholstery. 


Winchester Surgical Co. 
East 7th St. Te2-4109 Charlotte NC. 


Winchester-Ritch Surgical Co 
421 W Smith St Tel.5656 Greensboro NC. 
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WAVERLEY SANITARIUM, INC. 
(FOUNDED IN 1914 BY DR. AND MRS. J. W. BABCOCK) 
HOSPITAL CARE AND TREATMENT OF NERVOUS AND MENTAL DISORDERS 
ADMISSIONS LIMITED TO WHITE WOMEN 
SPECIALIZING IN SHOCK THERAPY 


INCLUDES OUT-PATIENT DEPARTMENT FOR BOTH SEXES 
Dr. CHAPMAN J. MILLING, MEDICAL DIRECTOR 
Or. JAMES B. GALLOWAY — DR. PENROD G. HEPFER 
Dr. FRANK E. O'SHEAL 


FOR RESERVATION CALL 
SUPERINTENDENT 2-4273 


2727 FOREST DRIVE 
COLUMBIA, S. C. 


FIRE SPRINKLER SYSTEM THROUGHOUT HOSPITAL 


ADVERTISERS 

16-A_ Physicians Casualty Assn. 27-A 
28-A Physicians Products Company 10-A 
Brawners Sanitarium 20-A A. H. Robins Company 9-A, 39-A 
19-A St. Paul Insurance Company 34-A 
George A. Breon & Company -_--------------- 14-A_ Wallace Laboratories ___-_-__- 7-A, 13-A, 36-A, 37-A 
Lederle Laboratories _....---- 6-A, 24-A, 25-A, 35-A Winchester Surgical Supply -----.----_-----_- 19-A 
88-A Winthrop Laboratories 2-A, 26-A, 41-A 
Mead Johnson Laboratories _----------------- 44-A World Insurance Company --_--------------~- 32-A 
Parke, Davis & Company -----.--------- 42-A, 43-A 


Mary H. Elliott, M. D. 


BRAWNER’S SANITARIUM, Inc. 


(Established 1910) 
2932 SOUTH ATLANTA ROAD, SMYRNA, GEORGIA 


FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES 
AND PROBLEMS OF ADDICTION 


Approved by Central Inspection Board of American 
Psychiatric Association and the Joint Committee 
on Accreditation 


Jas. N. Brawner, Jr., M. D., Medical Director 


PHONE HEmlock 5-4486 


Aloysius I. Miller, M. D. 
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